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FOREWORD 

This Handbook has been developed to provide EMT-A students with an additional 
resource as they achieve the competencies of E.M.T.-A. The Handbook includes 
Department of Transportation (DOT) guides, terminology list and additional 
materials felt to be of assistance to the students. 
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INTRODUCTION 
Emergency Medical Technician - Ambulance Course 



Program Description 

A basic training program developed by the United States Department of 
Transportation for Emergency Medical Technicians -Ambulance (EMT-A) which 
covers techniques of emergency medical care within the responsibilities of the 
EMT-A. The total course consists of a minimum of 126 hours which includes a 
minimum of 108 hours of classroom training, 18 hours of hospital and long term 
care facility observation and' training. An additional 6 hours is required to 
complete the final practical and written examinations. National Registry and 
Iowa State certifications are obtainable. This course has been approved for 
6.0 college credit hours. 

Audience 

Ambulance personnel or any individual who is interested in learning basic 
emergency medical care and meets the following prerequisites may enroll in the 
course. 



General Prerequisites: 

1. Be able to write, read, and speak English. 

2. Be at least 17 years of age at the time of enrollment. 

3. Be physically and emotionally capable of performing basic EMT-A skills. 
A. Be certified at the CPR (Module C) level with the American Heart 

Association ^ : American Red Cross prior to the completion of the course. 
It is best if students have CPR prior to the beginning of the course. 
Time constraints do not allow for obtaining the course within zY i EMT-A 
course . 

5. Hold or be eligible to obtain current driver's license. 

6. Students who wish to become Nationally Registered and/or certified by the 
Iowa State Department of Health, Emergency Medical Services Division, must 
meet the following requirements within one year of the course completion 
date : 

a. Be 18 years old. 

b. Hold a high school diploma or GED. 



Entry Skills : 

Math : None 

Reading: The textbook and outside readings are at the 10th- 12th grade 
level. Lecture and demonstration are the main methods of 
instruction 

Writing: Proficient basic level writing skills. 
Competencies : 

1. Define the role and responsibility of the EMT-A. 

2. Identify and define basic body structure, function and related medical 
terminology. 

3. Record and report patient information systematically. 

4. Report suspected dependent adult and child abuse. 

5. Perform basic life support according to American Heart Standards/Red Cross 
(Module C). 

6. Assess bleeding (external and/or internal) and provide pressure, pressure 
points, tourniquet, splints and ice, evaluation and PASG. 
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7. Assess, prevent and provide basic emergency care to the shock patient. 

8. Assess and provide basic emergency care to patient with open and 
closed soft tissue injuries (i.e., application of sterile dressings, 
stabilization of impaled objects). 

9. Assess and provide basic emergency care to a person suspected of having 
open and closed fractures (i.e., application of immobilization devices). 

10. Assess and provide basic emergency care to the patient with head, neck 
and/or spine injuries (i.e., immobilization devices). 

11. Assess and provide basic emergency care to the patient with injuries of 
the chest, abdomen and/or genitalia. 

12. Assess and provide basic emergency care to the patient with medical 
emergencies (i.e. , heart, abdominal, neurological, respiratory, diabetes, 
communicable diseases, poisoning, stings and bites, substance abuse, and 
emotional problems) . 

13. Evaluate the pregnant woman and provide assistance for emergency birth. 

14. Adapt assessment and provide basic emergency care to infants and children. 

15. Assess and provide basic emergency care to patients with an environmental 
emergency (e.g., heat, cold and water) . 

16. Assess and provide basic emergency care to patients involved in farm 
accidents . 

17. Provide triage in emergency situations/disasters and prioritize for 
transport . 

18. Position, lift and move emergency patient efficiently and safely. 

19. Identify the psychological aspects of emergency care (e.g., communication 
skills, stress, crisis intervention, disruptive patients/bystanders, 
sudden death, etc.). 

20. Extricate, stabilize, package and transport an emergency patient. 

21. Maintain and operate emergency vehicles. 

22. Perform initial patient assessment and evaluation (primary and secondary 
survey) using diagnosis signs and symptoms (i.e., determine level of 
consciousness; assess airway, breathing and circulation; measure and 
record vitals; assess pupil reaction; and assess neurological status). 

23. Demonstrate the use of mechanical aids to provide effective ventilation 
(i.e., airway adjuncts, oral suctioning and administration of oxygen by 
proper delivery systems). 

24. Follow directions. 

25. Participate in a discussion, 
26- Utilize time effectively. 

27. Prioritize series of tasks. 

28. Define goals. 

29. Work offectively with others. 

30. Listen effectively. 

31. Adapt to environment/situation. 

32. Delegate duties. 

33. Recognize and handle conflict. 

34. Identify requirements for a job. 

35. Complete required forms. 

36. Write application letter. 

37. Evaluate job offer. 

38. Interact with others in a courteous and tactful manner. 

39. Cooperate with others. 

40. Accept individual differences. 

41. Respect the property of others. 

42. Organize thoughts and clearly express point of view. 

43. Organize thoughts and write clearly. 
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44. Exhibit dependability. 

45. Demonstrate punctuality. 

46. Ask for help when needed. 

47. Accept new challenges. 

48. Accept supervision willingly. 

49. Discuss the necessity of flexibility related to change. 

50. Manage time effectively. 

51. Follow rules and regulations. 

52. Produce quality work. 

53. Work within guidelines. 

54. Take responsibility for mistakes and/or good work. 

55. Comply with safety and health rules. 

56. Utilize equipment correctly. 

57. Maintain clean and orderly work area. 

58. Demonstrate personal hygiene and cleanliness. 

59. Adapt to change/demonstrate flexibility. 

60. Follow policies and procedures. 

Handbook Materials : 

This Handbook includes the DOT student guide which is the approved course for 
EMT-A. In addition, there are handouts that supplement your textbook and a 
terminology list which should assist you in preparing for the lesson. The 
Appendix includes the skills checklist, which will verify your ability to 
perform skills, and selected rules and regulations from Iowa Department of 
Public Health - EMS Section. 

Evaluation : 

Written quizzes, unit tests and a final will be given throughout the course. 
Students found cheating will be expelled. 

Skills : 

Demonstrate proficiency in ALL practical skills in each session as determined 
by the instructor, coordinator, or instructor aides. 

All practical skills are graded as a pass or fail. Students must pass the 
practical skills to be eligible for a satisfactory completion. 

Physical Fitness : 

Each student must exhibit strength and endurance sufficient to meet 
requirements in performing skills necessary to function as an EMT-A (i.e., 
moving, lifting, sustained CPR and extrication procedures). Physical 
requirements and inoculations required. Each college has their individual 
policies regarding these requirements. 

Personal Attitude : 

Each student must demonstrate conscientiousness and interest in the course. 
Students who fail to do so will be counseled while the course is in progress. 

Personal Appearance : 

Students should be neat, clean, and well groomed. 
CDC Requirements : 

A part of the learning experience requires clinical experience in a local 
hospital. There have been new OSHA regulations to protect patients and 
personnel from communicable disease. These requirements include processes to 
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prevent spread of diseases. Prior to your hospital assignment you must 
demonstrate safe in compliance with these standards . These include proper 
handwashing technique and recognition of when to glove, how to clean equipment 
and dispose of body waste. A copy of CDC processes, check lists and 
description of test can be fo'jmd in the appendix. 

Student Requireme nts for EMT-A Certification bv the Iowa Department of Public 
Health : 

1. Successful completion of EMT-A course within the past twelve months and 
course director approval. 

2. Be 18 years old before taking State written and practical examinations. 

3. Obtain a high school diploma or GED before taking State written and 
practical examinations . 

4. Acceptable results from applicant background check. 

State Certification Tegting : 

The State certification examinations shall be administered after the State EMS 
Section has received notification that the student has successfully completed 
the course. 

1. The time limit in which the practical examination is to be completed will 
vary from class to class and is dependent upon the number of students, 
number of evaluators, availability of equipment, etc. 

2. A 2-2 1/2 hour time limit shall be the maximum amount of time permitted in 
which to complete the written examination. 

Students must successfully complete the course and pass both the written and 
practical certification examinations to become State certified. Certification 
shall be valid for a period of 1 1/2-2 years. Be sure and check your 
certificate for renewal. 



It is the responsibility of the student to pay any necessary examination fees. 
Retestinp for Certification : 

Those students who fail the written and/or the practical certification 
examination may retest once they have received notification of failure. 
Students will be notified of any practical station failures before leaving the 
examination. 



If the written examination was failed, the written examination must be 
retaken. All retesting must occur within twelve months of course completion. 
Students who fail the test(s) for the third time shall be required to take the 
entire course before being eligible to test again. 



Revised 7/92 
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The National Highway Traffic Safety Administration has assumed, responsibility for the 
development of training courses that are responsive to the standards established by the 
Highway Safety Act of 1966 (Amended). Since these training courses are designed to 
provide national guidelines for training, it is NHTSA*s intention that they be of the 
highest quality and be maintained in a current and up-to-date status from the point of 
view of both technical content and instructional strategy. To this end, NHTSA supported 
the current study which involved revision of selected curriculum packages deemed of 
high value to the States in carrying out their annual work programs. This cause is one 
of a series of courses making up a National EMS training program for pre-hospital care. 
This program is a major component of total EMS system development. 
The original package of the current training program was prepared in 1969 and was 
titled "Basic Training Program for Emergency Medical Technician-Ambulance." The 
training program was revised in 1977 and generally reflected the coverage and design 
of the original training. A Student Study Guide was developed which was not included 
as part of the original package. During the revision of the third ediilon. all three 
documents have been updated. The current Instructor's Lesson Plans have been 
updated and expanded to reflect a greater emphasis on the practical application 
aspects of being an EMT-A as well as to represent the current state of the art in pre- 
hospital emergency care at a basic life support level. The Course Guide has been 
updated to reflect the revised program and to be more responsive to the needs of the 
course coordinator. The Student Study Guide has been revised to parallel the changes 
in Instructor's Lesson Pl^ns. The material which was previously contained in the DOT 
Patient Handling manual has likewise been incorporated into the Student Study Guide 
and Instructor's Lesson Plans along with instruction on the Military Anti-Shock Trousers 
(MAST). 

Since the inception of this liaining course, the Department of Transportation has worked 
closely with many consultants to assure the quality of the medical content of this 
curriculum. Most notably, the American Academy of Orthopaedic Surgeons has 
contributed substantially to the quality of this endeavor. As early as 1964, the Academy 
established and conducted training courses for ambulance personnel. From these 
courses the original National Standard Curriculum was developed along with the 
Academy's reference textbook. Emergency Care ar)d Transportation of the Sick and 
Injured. 

The third edition of this text, published by the Academy in 1981, has served as the 
primary reference text for the medical content of this curriculum to provide a great deal 
of new material and to update and refine many of the older concepts. 
NHTSA wishes to thank the entire membership of the National Council of State 
Emergency Medical Services Training Coordinators in the development and review of 
these materials. Specifically acknowledgement is provided to the following project staff 
for the National Council of State EMS Training Coordinators who coordinated this 
revision effort: 

A.C. "Buck" Buchanan, Massachusetts 
Patrick Cote, Maine 
S. Gail Dubs, Pennsylvania 
Michael F. French, Wisconsin 
Tyler B. Larson, North Dakota 
Nels D. Sanddal, Project Director 
NHTSA also recognizes the following individuals who represented their organizations in 
an official liaison capacity during this project. 

James D. Heckman, M.D., representing the American Academy of Orthopaedic 
Surgeons 

Zella Jacobsen, R.N., Certified Psychiatric Nurse, Montana Deaconess Medical 
1^" Center, Great Falls, Montana for her assistance in the development of Lesson 24. 

. ill 1 2 
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John C. Johnson, M.S., representing the American College of Emergency Physicians 
Norman E. McSwain. M.D., representing the American College of Surgeons 
Robert Porter and David Wuertz, representing the National Association of 
Emergency Medical Technicians 
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This Student Study Guide is one of three documents prepared for the Training Program 
For Emergency Medical Technicians— Ambulance (EMT-A), It was designed as a training 
aid for the student. As such, it provides an overview of the objectives and content of 
each course lesson and includes study suggestions to aid trainees in achieving course 
objectives. Two other documents complete the training package: a Course Guide 
which contains planning and management information required by the course 
coordinator to administer the training program and an Instructor's Lesson Plans 
document which contains detailed outlines of course content and guidance for teaching 
each course lesson. 

The training course covers all emergency medical techniques currently considered to 
be within the responsibilities of the basic EMT-A providing emergency care with an 
ambulance service. The course consists of 33 lessons involving 100 hours of classroom 
and field training plus 10 hours of in-hospital observation and training. The titles and 
times required for each of the 33 course lessons are given on the following page. The 
specified training times are minimal; actual training time (including clinical experiences) 
is expected to range from the recommended minimum of 110 hours to 140 hours or 
more depending on individual State program requirements. The purpose of the training 
is to Ensure Individual Competency in Each Student by the successful completion of 
each objective. 

This Student Study Guide includes a section for each course lesson. For lessons in 
which new skills and knowledge are taught, the following are included: 

An introductory paragraph describing the purpose and need for the lesson. 

Objectives that students should be able to achieve uoon completion of the lesson. 

An overview of lesson contents— although each overview outlines lesson contents 

and provides certain specific facts, the emphasis is on sign and symptom 

recognition and emergency care procedures. 

Study suggestions directed largely toward simulation of performance required on the 
job. 

1. Introduction to Emergency Care Training (3 hrs.) Overview of course objectives, 
scope, EMT-A roles and responsibilities, legal aspects oi emergency care. 

2. Anatomy and Physiology and Patient Assessment (3 hrs.) Overview of human 
systems, including anatomy, physioloyy and an introduction and practice in patient 
assessment. 

3. Airway Obstruction and Respiratory Arrest (3 hrs.) Basic mechanics of 
respiration; signs of airway obstruction and respiratory arrest; maintaining an open 
airway; pulmonary resuscitation; variations for infants, children and laryngectomees. 

4. Cardiac Arrest (3 hrs.) Basic mechanics of circulation; signs of cardiac arrest; 
cardiopulmonary resuscitation by a lone rescuer and by a team of rescuers; variations 
for infants and children, 

5. Manikin Practice and Certification (4 hrs.) This lesson when combined with 
lessons 3 and 4 should provide the student with sufficient practice to be certified in 
CPR to American Heart Association Standards. 

6. Practical Use of Airway Adjuncts (3 hrs.) Use of airways, suction equipment, 
oxygen equipment and delivery systems, resuscitation devices. Special considerations in 
CPR. 

7. Bleeding and Shock (3 hrs.) Basic mechanics of circulation; determining blood 
pressure; signs of shock; preventing shock; treating shock; signs of external and 
internal bleeding; controlling bleeding; performing an examination for life-threatening 
problems; taking blood pressure; additional practice on airway care; pulmonary and 
cardiopulmonary resuscitation; use of mechanical aids to airway care and resuscitation. 

14 
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8. T#»t and Evaluation — Airway Cara, Pulmonary Arraat, Cardiac Arreat, 

Blaading and Shock (3 hrs.) Test of knowledge taught thus far; practice on an 
evaluation of skills taught thus far. 

9. Ravlaw of Shock and Introduction to Practical Uaa of Military Anti-Shock 
Trouaara (MAST) or Pnaumatic Countar Praaaura Davicaa. (4 hrs.) This lesson 
provides a review of shock, indications and contraindications in the use of pneumatic 
counter pressure devices and provides practice in their application. 

10. Soft Tiaaua injuriaa (3 hrs.) Anatomy and physiology of the skin, signs and 
significance of various wound types, basic care of wounds, dressing and bandaging 
wounds. 

11. Principlaa of Muaculoakaletal Cara and Fracturaa of tha Uppar Extramity (3 

hrs.) Anatomy and physiology of the musculoskeletal system; definitions and types of 
fractures and dislocations; signs and symptoms of fractures, dislocations and sprains; 
examining a patient for injuries; techniques of immobilizing fractures and dislocations' of 
the upper extremity. 

12. Fracturaa of tha Paivia, Hip and Lower Extramity (3 hrs.) Signs and symptoms 
of fractures and dislocations of the pelvis, hip and lower extremity; immobilizing 
fractures and dislocations of the pelvis, hip and lower extremity; practice in examining a 
patient for injuries and in the use of pneumatic counter pressure devices. 

13. Practical Lab: Fracture Care of the Upper and Lower Extremities (3 hrs.) 
Practice in the assessment and management of fractures of the upper and lower 
extremities. 

14. Injuries of the Head, Face, Eye, Neck and Spine (3 hrs.) Anatomy and 
physiology of the nervous system; signs and symptoms of spine fractures; general rules 
of caring for patients with spine injuries; signs of a skull fracture; caring for patients 
suffering from injuries to the skull, brain, face, eye and neck; practice in immobilizing 
patients on short and long backboards. 

15. Practical Lab: Patient Assessment and Spine Immobiiizatlon (3 hrs.) Practice 
of patient assessment techniques and in the recognition and treatment of spine injuries. 

16. Iniurles to the Chest, Abdomen and Genitalia (3 hrs.) Parts and functions of the 
abdomen, digestive system and genitourinary system; chest, abdomen, and genitalia; 
techniques of care; dressing and bandaging the chest; practice in performing a 
complete patient examination for life-threatening problems and injuries. 

17. Practical Lab: injuries I (3 hrs.) Practice in the recognition and treatment of 
injuries to various body parts including: performing a patient examination, use of 
pneumatic counter pressure devices, dressing and bandaging, spine immobilization and 
fracture immobilization. 

18. Test and Evaluation: Injuries ii (3 hrs.) Written and practical examination 
covering "the recognition and treatment of injuries to various body parts including: 
performing a patient examination, use of pneumatic counter pressure devices, dressing' 
and bandaging, spine immobilization and fracture immobilization." 

19. Medical Emargenclea I (3 hrs.) Causes, signs, symptoms and techniques of care 
for poison victims; victims of bites and stings; heart attack patients; stroke patients; 
patients suffering from dyspnea. Practice in CPR and mechanical aids to resuscitation. 

20. Medical Emerganclaa 11 (3 hrs.) Causes, signs, symptoms and techniques of care 
for diabetic patienis, patients suffering from acute abdominal problems, patients with 
communicable diseases, poisoning, patients having seizures, pediatric patients, practice 
in patient assessment. 

21. Emergency Childbirth (3 hrs.) Relevant anatomy, physiology, terms and 
emergency care equipment; delivery and care of the baby and mother during normal 
and abnormal births; resuscitating the newborn; care of the premature infant, practice in 
simulated deliveries. 
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22. Bums and Hazardous Materials (3 hrs.) Estimating the degree and size of a burn, 
caring for the burned patient; special dangers of different types of burns (heat, 
chemical, electrical, radiation), identification and recognition of hazardous materials 
situation and proper precautionary procedures. 

23. Environmental Emergencies (3 hrs.) Signs, symptoms and techniques of care for 
the patient suffering from heat cramps, heat exhaustion, heat stroke, hypothermia and 
frostbite; signs, symptoms and techniques of care for the patient exposed to water 
related emergencies. 

24. Psychological Aspects of Emergency Care (3 hrs.) Considerations when dealing 
with special patients: infants, children, elderly, handicapped, psychologically disturbed; 
patients displaying abnormal behavior, substance abuse patients, dealing with death 
and dying and emotional aspects of |)roviding care as an EMT-A. 

25. Lifting and Moving Patients (3 hrs ) Techniquos of lifting and moving patients; 
immobilizing paiiento wiiri suspecieci sfjino uiiurit.:, on shoii and long backboards; 
loading and unloading stretctiers; r^viow ot Uuikj^.. 

26. Principles of Extrication (3 hrs.) Princi[?les and considerations involved in gaining 
access to and extricating persons f^om inaccessible situations, packaging and re.noving 
patients with suspected spine and other injuries; removing patients from beneath 
vehicles. 

27. Practical Lab: Extrication (3-8 hrs.) Practice in patient assessment, treatment and 
removal of patients from motor vehicles and other inaccessible situations. 

28. Test and Evaluation — Medical Emergencies, Emergency Childbirth, 
Environmental Emergencies, Lifting and Moving (3 hrs.) Test of knowledge and 
skills of medical emergencies, emergency childbirth, environmental emergencies, 
psychological aspects, and lifting and moving patients; extrication. 

29. Ambulance Operations I (3 hrs.) Overview of regulations and recommendations 
pertaining to driving an emergency vehicle, provide an understanding of all records and 
reporting systems and forms utilized by If^e EMT A and promote efficient and proper 
use of all radio communications equipment and systems the EMT-A will utilize. 

30. Ambulance Operations II (3 hrs.) Provide an overview of such aspects of EMT 
responsibilities as: vehicle and equipment maintenance, emergency department 
procedures, scene control, special scene situations (crime, death, etc.). disaster 
planning and other non- medical functions during a typical ambulance run. 

31. Situational Review (3 hrs.) Review of course contents by group discussion of 
situational examples. 

32. Final Written Test (2 hrs.) Test of knowledge learned. 

33. Final Practical Evaluation of SIcills (3 hrs.) Evaluation of skills learned in the 
emergency care course. 
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Lesson 1 

introduction to Emergency Care Training 



Introduction The EMT typically represents one of the first connponents of the emergency medical 

care system. With proper training, he will be able to provide basic life support to victims 
of emergencies as well as minimize discomfort and further injury. This course has been 
designed to provide that training. This introductory lesson provides an overview of the 
EMT-A training course, EMT-A roles and responsibilities on legal problems relative to 
emerger)cy care. 

ObJectivM At the conclusion of Lesson #1 , the instructor will have provided sufficient information. 

demonstration, and practice to the student to ensure his/her ability to: 

—Describe in their own words the goal of the EMT-A National Standard Curriculum. 

—List 4 contributing agencies in your local EMT-A system, 

—Describe the mechanism for accessing your local EMS system, 

—List 6 roles and responsibilities of the EMT-A, 

—List 6 areas of personal attitude and conduct expected of an EMT-A. 

—List 3 medico-legal aspects of emergency medical care. 

—Describe State requirements for EMT-A certification and recertification. 
Overview of CourM Overview 

LeMon Contents The course emphasizes emergency medical care skills and attempts to teach these 

skills in a job-related context. The following Medical Conditions are included: inadequate 
airway, cardiac arrest, external and internal bleeding, shock, injuries to all body parts, 
fractures, dislocations, sprains, poisons, heart attack, stroke, diabetes, acute abdomen, 
communicable diseases, patient with abnormal behavior, alcohol and drug abuse, the ' 
unconscious state, emergency childbirth, burns (chemical, electrical heat and radiation), 
emergencies caused by hot and cold environmental conditions and emergencies 
resulting from water hazards. In addition, the program includes training in the use of the 
following Equipment and Materials: suctioning devices, airways, bag-mask resuscitation 
devices, oxygen equipment and delivery systems, sphygmomanometer and 
stethoscope, splints of all types (including backboards), and bandages. 
Lesson 1 introduces the student to the course and to the emergency medical 
technician's role and responsibilities. Three lesson blocks or modules comprise the bulk 
of the course: 

—Lessons 2-8 on patient assessment and basic life support, 

—Lessons 9-18 on injuries to various body parts. 

—Lessons 19-28 on common medical emergencies, emergency childbirth. 

environmental emergencies, techniques of lifting and moving patients, extrication, 

and field practice in "packaging" individuals with suspected spinal and other 

injuries. 

Each of these lesson blocks has its own practice, test, and evaluation sessions. The 
operational aspects of the EMT*s job is covered in Lessons 29 and 30, A review of 
field situations that could be encountered by the EMT is presented in Lesson 31. 
The course concludes with a written test of knowledge (Lesson 32) and a practical 
evaluation of skills (Lesson 33). The course provides for an early and continuing 
emphasis on patient assessment as well as reinforcement of the basic sequence of 
emergency care procedures. 
Rols and Rsaponaibliltiss of th« EMT. 

Careful examination of the patient for signs and symptoms of illness/injuries. 

Prompt and efficient care of the patient. 

Careful handling of the patient. 

Safe and efficient transport of the patient. 

Orderly transfer of the patient to the hospital. 

ER?C , j7 
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Additionai responsibilities include: 

Use basic tools and procedures to gain access to and disentangle the patient fran 
the vehicle. 

Control the accident scene, including parking his vehicle in siich a way as to 
minimize further danger in the roadway as well as controliing the actions of 
bystanders. 

• Communications. 

• Reporting and recordkeeping. 

• Vehicle driving, maintenance and care. 

The EMT-A v^'ill need to learn a good deal about the area \n which he provides 
services. 

Personal Attttudts and Conduct of the EMT. 

• Professional manner. 

• Appearance. 

• General conduct. 

Legal Problems Relative \o Emergency Care. 

Duty to act. 

Standard of care including: 

• The type of individual and community conduct. 

• Standards imposed by force of law and 

• Professional or institutional standards. 
Consent, including: 

• Actual consent. 

• Implied consent. 

• Minor's consent and 

• Consent of the mentally ill. 
Immunities including: 

• Government immunities. 

• Good Samaritan taws. 

• EMT and paramedic statutes. 

• Exemption from medical practices act and 

• Effects of licensure and certificatiort. 

Overview of Requirements for Training, Certification and Recertlfication. 
' Training. 

• Certification. 

• Recertification. 

• Other requirements as indicated. 

Study Suggestions 1 . List the 5 main roles and responsibilities of an EMT-A. 

2. List three reasons why you wish to become an EMT-A. 
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Terminology List for Lesson 1 

At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

EMS System 



Duty to Act 



Standard of Care 



Actual Consent 



Implied Consent 



Good Samaritan Law 



/ 
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Lesson 1 



Functions of the Emergency Medical Technician (EMT) 

Prompt and efficient -care of the patient before transport, e.g.: 

. Upon notification, plan and prepare for care. 

. Notify necessary personnel . 

. Anticipate equipment need^ 

. Analyze total situation 

. Recognize and evaluate problems 

. Attend to life threatening emergencies first 

. Provide for safety and protection of patient 

. Care for all injuries 

. Provide care when extricating/moving patient 

. Continue care when extrication is delayed 

. Avoid undue haste and mishandling 

. Search for medical identification emblems 

Control of the accident scene, e.g.: 

. Anticipate enroute poirsible hazards by the location and type of 
emergency 

. Exercise precaution in parking ambulance 

. Remove patient from situations threatening lives of patient or rescuer 
. Avoid assuming functions of police or other authorities when present 

BUT do not permit their actions to compromise care of the patient 
. If alone, control bystanders and manage relatives 
. Assume subordinate but cooperative role if physician is present 

Extrication (light) and preparation of patient for transport, e.g.: 

. Do not engage in extrication or rescue procedures when qualified rescue 

personnel are present 
. Correct life threatening problems and immobilize injured parts before 

extricating 

. Extricate patient in such a way as to minimize damage to injured parts 
. Continue to administer essential care during extrication 
. Ensure optimal preparation before decision to transport 
. Prevent disturbance and exhaustion before transport 
. Protect patient's valuables 

. Respond to patient's need for religious comfort in the face of death 
. Handle deceased in accordance with local ordinances and procedures 

Safe and efficient transport and continuing care of the patient on the 
way to the hospital, e.g.: 
. Ride in compartment with patient 
. Continually observe and protect patient 
. Administer care as indicated or instructed 
. Report changes in patient's condition 
OR 

. Drive in such a manner as to minimize disturbance to affected xts, 
maximize comfort, prevent shock, allow freedom of breathing and avoid 
further damage to the patient 

. Know and abide by laws and traffic regulations pertaining to ambulances 

. Exercise emergency privileges properly 

. Make proper use of lights and sirens 
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5. Orderly transfer of patient and patient information to hospital emergency 
department , e.g.: 

. Communicate vital information regarding patient to emergency department 

while enroute and upon arrival 
. Deliver patient to emergency department 

. Alert emergency department regarding high priority patients 
. Assist emergency department as needed or as requested 

. Maintain a courteous and u..derstanding attitude to emergency department 
personnel 

. Follow prescribed procedures for returning or exchanging equipment or 
^jupplies 

. Comply with hospital regulations 

. Depart from emergency department when assistance is no longer required 

6 . Communications , e.g.: 

. Dispatch and control movement of ambulances (performed by dispatcher) 
. Request supplementary, resources , i.e., medical rescue, police or fire. 
. Advise emergency care personnel on care of patients at scene and during 

transport (performed by emergency room personnel or dispatcher) 
. Alert emergency room personnel of expected arrival and condition of 

patient 

. Distribute patients to appropriate medical facilities 

. Coordinate as necessary and/or as required with police, fire 

departments and other emergency resources 
. Follow FCC regulations regarding communication equipment 

7. Reporting and record keeping, e.g.: 

. Maintain a log of ambulance calls including locations, time of 

dispatch, arrival at and departure from scene and delivery to emergency 

department; other items as required 
. Interrogate patient, relatives, or bystanders; observe circumstances; 

collect suicide notes, etc., in order to be able to provide the 

following types of information: 

. Medical: identification of patient; type of accident or nature of 
illness; rescue measures preceding emergency care; care given at 
scene and during transport; changes in vital signs; accidents during 
transport 

. Legal: circumstances in suicide, homicide, or rape; animal bites; 
dying statements; statements of patient or others that may serve as 
testimony. 

. Health: identification and circumstances required by coroner or 
medical examiner in case of death at scene or during transport; 
animal bites; radiation, chemical or gas hazards 

8. Care of vehicle and equipment, e.g.: 

. Maintain the vehicle and all medical, safety, and communication 

equipment in a state of operational readiness 
. Replenish supplies 

. Sanitize and decontaminate vehicle and equipment routinely and after 
exposure to communicable diseases 
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9" Summary of functions 

. Patient examination 

. Prompt and efficient care 

. Appropriate patient handling 

. Safe and efficient patient; transport 

. Orderly transport of patient to emergency department 

. Communications 

. Reporting and record keeping 

. Vehicle driving, maintenance and care 

. IF RESCUE CREWS ARE ABSENT, gain access to and disentangle patient 

. IF POLICE ARE ABSENT, control the accident scene 

10. Professional conduct 

. Controls emotions, is courteous, uses proper tone of voice, is 

confident, uses appropriate conversation, does not smoke while working 
with patient 

. Is well groomed, clean , wears proper uniform, insignia 

. Shows interest in job, reflects concern for patient, prevents 

embarrassment for patient, provides reassurance for patient 
. Stays calm 



^Additional Resources: See Appendix Iowa Department of Public Health, Roles 
and Responsibility of EMS Provider for additional information on legal aspects 
and roles and responsibilities. 
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THE EMT CODE OF ETHICS 

Professional status as an Emergency Medical Technician and Emergency Medical 
Technician-Paramedic is maintained and enriched by the willingness of the 
individual practitioner to accept and fulfill obligations to society, other 
medical professionals, and the profession of Emergency Medical Technician* As 
an Emergency Medical Technician at the basic level or an Emergency Medical 
Technician- Paramedic, I solemly pledge myself to the following code of 
professional ethics: 

A fundamental responsibility of the Emergency Medical Technician is to 
conserve life, to alleviate suffering, to promote health, to do no harm, and 
to encourage the quality and equal availability of emergenc> medical care. 

The Emergency Medical Technician provides services based on htiman need, 
with respect for human dignity, unrestricted by consideration of 
nationality, race, creed, color, or status. 

The Emergency Medical Technician does not use professional knowledge and 
skills in any enterprise detrimental to the public well being. 

The Emergency Medical Technician respects and holds in confidence all 
information of a confidential nature obtained in the course of professional 
work unless required by law to divulge such information. 

The Emergency Medical Technician, as a citizen, understands and upholds 
the law and performs the duties of citizenship; as a professional, the 
Emergency Medical Technician has the never-ending responsibility to work 
with concerned citizens and other health care professionals in promoting a 
high standard of emergency medical care to all people. 

The Emergency Medical Technician shall maintain professional competence 
and demonstrate concern for the competence of other members of the Emergency 
Medical Services health care team. 

An Emergency Medical Technician assumes responsibility in defining and 
upholding standards of professional practice and education. 

The Emergency Medical Technician assumes responsibility for individual 
professional actions and judgment, both in dependent and independent 
emergency functions, and knows and upholds the laws which affect the 
practice of the Emergency Medical Technician. 

An Emergency Medical Technician has the responsibility to be aware of and 
participate in, matters of legislation affecting the Emergency Medical 
Technician and the Emergency Medical Services System. 

The Emergency Medical Technician adheres to standards of personal 
ethics which reflect credit upon the profession. 

Emergency Medical Technicians, or groups of Emergency Medical Technicians, 
who advertise professional services, do so in conformity with the dignity of 
the profession. 
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The Emergency Medical Technician has an obligation to protect the public 
by not delegating to a person, less qualified, any service which requires 
the professional competence of an Emergency Medical Technician. 

The Emergency Medical Technician will work harmoniously with, and sustain 
confidence in Emergency Medical Technician associates, the nurse, the 
physician, and other members of the emergency medical services health care 
team. 

The Emergency Medical Technician refuses to participate in unethical 
procedures, and assiimes the responsibility to expose incompetence or 
unethical conduct of others to the appropriate authority in a proper and 
professional manner. 
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Lesson 2 

Anatomy, Physiology and Patient Assessment 



Introduction Patient assessment is an integral part of the skills an EMT-A needs to provide prompt 

and efticjent patient care. In order to conduct a patient exarnination the tMT-A must 
have a thorough understanding of anatomy, physiology, medical terminology and vi^il 
signs. These topics are only introduced in this lesson and will be reinforced throughout 
the course. 

Ob|tctiv«s At the conclusion of Lesson #2. the instructors will have provided sufficient information. 

demonstration, and practice to the student, to ensure his/her ability to: 
—Define the following topographic anatomical terms: 

•medial •distal •anterior •right - 

•lateral •superior •posterior •left 

•proximal •inferior •midline 
—Describe the general functions of the following major body systems: 

• respiratory • nervous 

•circulatory •digestive 

•muscular •genitourinary 

•skeletal •reproductive 
•List the 4 patient vital signs. 
•List 5 diagnostic signs in addition to the vital signs. 

•Demonstrate on a programmed patient the technique for completing a total patient 
assessment ana idefitify and record diagnostic signs and their normal states, 
•Record and communicate in proper sequence, their patient assessment information. 
•State the difference between a sign and symptom. 
Ov«rvtow of Overview of Anatomy and Physiology. 

Laaaon Contanta Skeletal system and body cavities. The skeletal system consists of the bones that form 

the support framework of the body; they also protect body organs. 
Skull. Pelvic cavity. 

Spinal jotumn. Upper extremeties. 

Thoracic (rib) cage. ^-^^^^^ extremities. 
Abdominal cavity. 

Muscular system. The muscular system consists of the tissue that contracts and relaxes 
to permit body movement or functions. 

Voluntary muscles. 

Involuntary muscles. 

Cardiac muscle. 

Nervous system. The nervous system consists of the brain, spinal cord and nerves that 
control and permit all body activities and sensations. A muscle will not move if the 
nerves which serve it are cut. 

Respiratoi / system. The respiratory system consists of the organs of the body which 
enable breathing. It provides for the intake of oxygen needed by the body and the 
release of carbct^ dioxide and other substances. Main elements are: 

a. Nose and mouth d. Trachea 
^ b. Pharynx e. Bronchi 

c. Larynx f. Lungs 

Circulatory system. The circulatory system consists of the heart (a pump) and a system 
of arteries which transport blood containing oxygen to all body systems, capillaries 
through whose thin walls oxygen and other products are exchanged with body cells, 
and veins which transport blood containing waste products from body cells to be 
eliminated. 
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Digestive system. The digestive system consists of the organs which enable us to eat, 
digest, and eliminate foods, including: 

a. Mouth and throat e. Gallbladder 

b. Esophagus f. Pancreas 

c. Stomach g. Intestines 

d. Liver h. Rectum 

Genitourinary system. The genitourinary system consists of the organs which enable us 
to eliminate certain waste materials filtered from the blood and to reproduce, including: 

a. Kidneys d. Bladder 

b. Ureter e. Male and female 

c. Urethra reproductive 

organs. 

Topographic Anatomy 

Right Proximal 

Left Distal 

Anterior Supenor 

Postenor Inferior 
Midline 

Oiagnostlc Signs 

A Sign is something the rescuer sees, hears or feels; for example a pale face, no 
respirations, cold skin. 

A Symptom is something the patient tells about himself, that is, he feels nauseous, 
his back hurts, he has no sensation in the extremities. 
Use in Diagnosis. 

Overview of Signs. A brief overview of the important diagnostic signs is given 
below: 
Pulse 
The pulse can be: 
Absent 
Slow or fast 
Weak or pounding 
Irregular 
Respirations 
Respirations can be: 

• Absent 

• Slow or fast 

• Shallow or deep 

• Gasping, labored, or choking 

Blood Pressure 

Systolic— contraction of heart 
Diastolic— relaxation of heart 
Blood pressure 

• Can be high 

• Can be low 

• Can fall rapidly 
Temperature 

Normal body temperature is 98.6 degrees. 
The skin can be: 2 £ 

• Cold or hot 
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• Wet, clammy or dry 
Skin Color 

Skin color can be: 

• White, pale or ashen 

• Red or flushed 

• Blue (for people with dark pigmentation, blue may be noted around tne 
fingernails, palms of hands, and mouth) 

hu^Us of the Ey#s 
The pupils can be: 

• Dilated 

• Constricted 

• Unequal 

• Fixed 

Ltv«l of Consciousness 

A person's level of consciousness may range from normal to mildly confused, 

disoriented, or unconscious. 
Insbility to Movs On Coi^imand— an indicator of paralysis. 

A person may not be able to move his legs, both his arms and his legs, or one side 

of his body. 
Reaction To Pain— an indicator of paralysis. 

A person may have no sensation or a numb feeling in arms and/or legs or certain 

parts of the body. 
Medical Identification Symbols 

People with special medical problems (for example, diabetes, epilepsy, acute allergic 
reactions) frequently wear a medical identification symbol on which the nature of the 
problem is indicated. 
Patient Survey 

Stages. At the emergency scene, patient examination must be performed. It is 
performed in two stages: 

Checking for and controlling life-threatening problems— the primary survey. 

Checking for the stabilizing injuries not threatening to life. 

Level of Consciousness 

Respirations 

Pulse 

Pleeding/Shock 

Secondary Survey. In the secondary survey, the EMT makes a head-to-toe 
examination of the patient. 

The EMT should always observe the accident scene and check witnesses to attempt to 
determine any mechanism of injury. 
Head 

Observe for confusion, unresponsiveness, unconsciousness. 
Check pupils. 

Observe for lacerations and contusions about the face and scalp. 
Feel gently for depressions in the skull. 
Check ears and nose for fluid intake. 
Check mouth for foreign objects, bleeding. 
Neck 

Observe for cuts, bruises, deformities. 
Q Feel for areas of tenderness, deformities. 
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ChMt 

Check for bruises, pain, deformities. 

Check that both sides of the chest expand normally upon inspiration. 
Back and Buttocks 

Check for cuts, bruises, pain, deformities. 
Abdomen and Paivia 

Check abdomen for tenderness, rigidity. 
Compress pelvis gently. 
Upper Extramitlaa 

Check for cuts, bruises, pain, deformities, unusual positions. 

Check for sensation. 

Ask patient if he can move arms. 
Lowar Extramitlaa 

Check for cuts, bruises, pain, deformities, unusual positions. 

Check for sensation. 

Ask patient if ha can move his legs. 
Madlcai Aiart Symbola 

Check for tags, bracelets, etc. 
intarviaw 

Obtain pertinent medical history. 

Note mechanism of injury. 

Information on current medical problems. 
ViUi Slgna 

Obtain and record 

May occur elsewhere during the exam dependent upon patient's condition. 
Repeat and record at regular intervals. 

Study Suggaationa 1 . Describe what you expect to be able to do as a result of successfully completing the 

course. 

2. There is a big gash in the patient's arm and it is bleeding severely. The patient 
refused treatment even though he appears weak and about to faint. Explain what you 
would do and why. 

3. Identify the body system to which each of the following belongs and explain the 
function of each system: heart, stomach, uterus, lung, skull, biceps, muscle, spinal cord. 

4. Is a flushed face a sign or a symptom? Why? 

5. Describe the position of the thumb relative to the wrist. 

6. Describe the position of the heart relative to the stomach. 

7. Describe the position of the chest relative to the back. 

8. The accident victim has no visible wounds and says he is feeling all right. Describe 
the signs you would check and what you would expect to find if the patient's condition 
is normal. 
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Tenninology List for Lesson 2 

At the completion of this lesson, you should be able to define and use these 
following terms correctly. 

Anatomical terms 

Anterior or ventral 

Caudal 

Cranial 

Distal 

Inferior 

Lateral 

Medial 

Midline 

Posterior or dorsal 

Proximal 

Superior 

Body Cavities (locate and list organs contained in the cavity) 
Abdominal cavity 

Cranial cavity 

Pelvic cavity 

Spinal cavity 

Thoracic cavity 
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Emergency terminology 
Acute 

Assessment 

Chronic 

Commtmicable 

Diagnosis 

Disease 

Signs 

Symptoms 

Treatment 

Other words for unit 
Involuntary 

Voluntary 



30 



2-7 



Lesson 2 

Medical Terminology Not Related Directly to Body Structure and Function 



Combining forms are often used in medical terminology with words, 
combining forms and write definition in space. 



Look up 



Form 



a or an 



Word 
(anoxia) 



ab 



(abduct) 



anti 



(antivenin) 



bi 



(bilateral) 



brachi 



(brachiocephalic) 



brady 



(bradycardia) 



cap it 



(decapitation) 



caps 



(capsule) 



cardi - cardio ( cardiac ) 



cephal 



(encephalitis) 



cost-costa (intercostal) 



cram 



(cranium) 



cyan 



(cyanotic) 



cyt , cyto , cyte (erythrocyte) 



derm 



(epidermis) 
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Form . Word 

dia (diaphragm) 

dis (dislocation) 

dors (ventrodorsal) 

dys (dyspnea) 

emia (glycemia) 

enc ephal ( enc epha litis) 

epi (epigastric) 

fract (fracture) 

gastr, gastro (gastritis) 

glyc (hyperglycemia) 

gram (cardiogram) 

gyn (gynecology) 

hem, hemo, hemat (hematuria) 

hemi (hemiplegic) 

hepat (hepatitis) 

hydr, hydro (dehydration) 

hyper (hyperactive) 

hypo (hypotension) 



Pons 
idi 

inter 

Itls 

later 

leuk 

lig 
mal 

myo 

nephr 

ophthalm 

ost 

oto 

path 

pleur 

pnea 

post 

pulmo 

retro 



Word 

(idiosyncrasy) 

(intercostal) 

(appendicitis) 

(ventrolateral) 

(leukocyte) 

(ligament) 

(malfunction) 

(myocardium) 

(nephritis) 

( ophthalmoscope ) 

(osteitis) 

(otitis) 

(pathology) 

(pleurisy) 

(dyspnea) 

(postpartum) 

(pulmonary) 

(retroperitoneal) 



Form 
rhin 

rrhage 

rrhea 

semi 

sub 

tachy 

therm 

trache 

uni 

viscer 



Word 

(rhinitis) 

(hemorrhage) 

(diarrhea) 

(semicoma) 

(stibclavian) 

(tachycardia) 

(diathermy) 

(tracheotomy) 

(unilateral) 

(evisceration) 
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Lesson 2 



Terminology continues 

Terms for. initial/secondary exam 

Abdomen terms 
Distention 
Rebound 
Rigidity 
Tenderness 

Blood pressure terms 
Diastolic 
Hjrpertension 
Hypotension 
Palpation 
Systolic 

Comatose 



Crepitus 

Cyanosis 

Pulse terms 
Apical 
Bounding 
Bradycardia 
Irregular 
Tachycardia 
Thready. 
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Pupil terms 

Constricted 
Dilated 
Non- reactive 
Reactive 

Respiration terms 
Apnea 

Cheyne- Stokes breathing 
Dyspnea 

Hyperventilation 
Labored 
Shallow 
Tachypnea 

Sign 

Symptom 

Triage 
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Body System 



Body Structure and/or 
Major Organs 



Basic Normal Functions 



Skeletal 



Cavities (skull , spinal , 
abdominal , thoracic) 
200-f bones 



1. Protects organs 

2. Shapes - supports body 

3 . Moves body 

4. Stores minerals 

5. Helps foinn blood 



Muscular 



Respiratory 



Voluntary (skeletal) 
Involuntary (smooth) muscles 
Cardiac (heart) 



1 . Movement 

2. Helps with posture 

3 . Produces heat 



Nose, throat (larynx), trachea 
(windpipe), bronc lungs 



1. Takes in air, separates 
oxygen for body use 

2. Removes and gets rid of 
carbon dioxide 



Circulatory 



Heart, arteries, veins, 
capillaries, lymphatic vessels 
(blood is material transported) 



1. Moves blood through body 
to all cells to provide 
oxygen and nourishment 

2. Carries waste from cells 
to be removed from body 



Digestive Mouth, teeth, esophagus, 

stomach, small and large 
intestines, liver, gallbladder, 
pancreas, various glands 



Genitourinary 



Kidneys, bladder, ureters, 
urethra, testes , scrotum, penis , 
vagina 



1. Mechanically and 
chemically prepares food 
for use by cells --via 
absorption in bloodstream 

2. Removes waste from 
digestion 

1. Reproduces huunans 

2. Removes waste products by 
filtering them out of the 
blood 



Nervous 



Brain, spinal cord, nerve 
(neuron-basic nerve cell) 



1. Communication throughout 
body 

2. Controls and coordinates 
all body activity 
(voluntary and involuntary) 



Endocrine Glands - thyroid, pancreas, 

adrenal , etc . 



Makes hormones which help 
regulate organ activity. 
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Lesson 2 

Patient Assessment 
Sample Priorities in the Physical Examination 



Trauma patients 



Medical Patients 



Primary Survey 

A. Unconsciousness? 

B. Airway 

C. Immobilize head/neck 

D. Breathing - O2 if needed 

E. Circulation - carotid best 

F. Hemorrhage and treat 

G. Inspect chec^ trauma and treat 

H. Medical I.D. tags 



Primary Survey 

A . Unconsciousness ? 

B. Airway 

C. Breathing - O2 if needed 

D. Circulation and treat 

E . Hemorrhage and treat 

F. Medical I.D. tags 



Secondary Survey 

A. Vitals 

B. Prepare for transport 

C. Notify medical control 

D. Apply cardiac monitor 

E. Neuro exam 

F. Check head - bruises^ bumps, blood 

G. Check eyes - movement, pupillary 
signs, conjugate gaze, coon's eyes 

H. Check nose - blood, CSF alignment , 
obstruction 

I. Check mouth - bloody foreign 
materials, cyanosis of lips, teeth 
missing, teeth alignment 

J. Check ears • blood, CSF, battle signs 
K. Check neck - tracheal deviation, 

jugular vein distention, c. spine, 

tracheal tugging. C. collar on 
L. Check clavicles - broken bones 
M. Check chest - bruises, symmetry, 

flail, breath sounds - bilaterally 
N. Check heart rate and regularity 
0. Check abdomen - bruises, masses, 

bowel sounds, distention, pain 
P. Check hips and pelvis - fx, crepitus, 

pain 

Q. Check extremities - deformity, 
bruises, equality of pulses, 
strength and sensation 
R. Check back - spinal injury, blood 
S. Skin temperature, moisture, color 



Secondary Survey 

A. Vitals 

B. Prepare for transport 

C. Notify medical control 

D. Apply cardiac monitor 

E. Neuro exam 

F. Check head - cyanosis, color 

G. Check eyes - pupillary signs 

H. Check nose - obstruction 

I. Check mouth - obstruction, 
cyanosis, foreign objects 

J. Check neck - jugular vein, disten- 

tention tracheal alignment, 

t r ache al tugg ing 
K. Check chest - lung sounds, equal 

chest expansion, signs of trouble 

breathing, use of abdominal 

muscle to breathe 
L. Check heart rate and regularity 
M. Check abdomen distention, use of 

muscles to breathe, pulsating 

masses 

N. Check extremities - swelling, 

pulses , sensation, color 
0. Skin temperature, moisture and 

color 
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Upjohn 



Trauma Score* 

Tbe TiMima Score is a fwimeiical gracing system (or estimati^ 

Coma Sale (ledUcad to approximatety or>e third total value) and measurements of cafdiopuknonaiy functioa Eactt parameter is 
given a iMinter (tiigtt tor fwrmal and tow tor impaired function). Severi^ 
The towett score is 1. and the highest score is 1 & 



Respiratory 
Rate 



10-24/min 



24-35/min 



36/mjn or greater 



1-9/min 



None 



4 
3 
2 
1 
0 



Respiratory 
Expansion 



Normal 



Retractive 



1 

0 

4 
3 
2 

J. 

0 
2 

J. 

0 



Systolic 
Blood Pressure 



Capillary 
Refill 



90 mm Hg or greater 



70-89 mm Hg 



50-69 mm Hg 



0-49 mm Hg 



No Pulse 



Normal 
Delayed 



None 



Glasgow Coma Scale 



Eye 

Opening 



Verbal 
Respons'^ 



Motor 
Response 



Spontaneous 


4 


To Voice 


3 


To Pain 


2 


None 


1 


Oriented 


5 


Confused 


4 


Inappropriate Words 


3 


Incomprehensible Words 


2 


None 


1 


Obeys Command Q 


Localizes Pain 


5 


Withdraw (pain) 


4 


Rexion (pain) 


3 


Extension (pain) 


2 


None 


1 



Total Glasgow Coma 
Scale Points 



14-15 - 


5 


11-13 - 


4 


8-10 - 


3 


5- 7 - 


2 


3- 4 = 


1 



Total Trauma Score 



ERIC 



39 
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Lesson 2 
MEASUREMENT OF BLOOD PRESSURE 



B The fiell of the stethoscope must not come in contact with clothing or 
the cuff. 

L Loose application of the cuff will exert extra pressure on tissues, 
causing a falsely high reading. 

Q Qxie inch is the proper space to leave between the brachial artery and 
the lower edge of the cuff. 

Q Occasional high blood pressure readings are of less concern than persistent 
readings of 140/90 or higher. 

D Cuff fiiameter is important; a cuff that is too narrow will cause a 
falsely high reading. 



P The cuff is inflated 30 millimeters above the point where the Pulse 
disappears. 




R The compression of the cuff should be Released so that the mercury falls 
at a rate of two millimeters per heart beat. 



E The mercury column should be read at Eye level; looking down will cause a 
falsely high reading. 

S Stress will cause a falsely high reading. 

S The mercury Shygmomanometer is generally regarded to be more accurate. 

U Under -inflation of the cuff will cause a falsely low systolic reading. 

R The patient should Rest in a comfortable position for at least five 
minutes before the reading is taken. 

E The Extremity on which the pressure is measured must be at heart level, 
regardless of position. 



Reprinted from Kidney Foundation of Iowa, Inc., Linda Pedersen, B.S.N. , R.N., 
Coordinator of "Down With High Blood Pressure" Program 
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Lesson 2 
GLASGOW COMA SCALE 

The Glasgow Coma Scale, which is based upon eye opening, verbal and motor 
responses, is a practical means of monitoring changes in level of 
consciousness. If each response on the scale is given a number (high for 
normal and low for impaired responses), the responsiveness of the patient can 
be expressed by summation of the figures. The lowest score is 3: the highest 
is 15. '6 



EYES 



Open 



Spontaneously 



To verbal command 



To pain 



No response 



BEST MOTOR RESPONSE To verbal command 



Obeys 



To painful stimulus* Localizes pain 



Flexion- wi thdrawal 



Flexion- abnormal 
(Decorticate rigidity) 

Extension 

(Decerebrate rigidity) 



No response 



BEST VERBAL RESPONSE** 



Oriented and converses 
Disoriented and converses 
Inappropriate words 
Incomprehensible sounds 
No response 



TOTAL 



3-15 



ERIC 



* Apply knuckle to sterrum, observe arms 

**Arouse patient with painful stimulus if necessary 

Pupil Key: 




9 

mm 



8 

mm 



• 


• 


• 


7 


6 


5 


mm 


mm 


mm 
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Important Facts 



1. What is Medic Alert? Medic Alert is a nonprofit foundation dedicated to saving lives in accidents and mcdicai emergencies. 
Pounded in 1956 by a physician. Medic Alert is the most comprehensive emergency medical identification system in the world. 

2. Who needs Medic Alert? One in four Americans has a medical condition that places them at added risk in an 
emergency. Of more than 200 common conditions, hypertension, heart trouble, severe allergies, diabetes, asthma and 
epilepsy are among the most common. 

3. Do Physicians support Medic Alert? Over 95% of physicians acquainted with Medic Alert believe it can speed 
treatnieni in an emergency and can save lives. 

4. ^\^lat Can Medic Alert do? Medic Alert helps prevent tragic or even fatal mistakes from being made during emergency 
medical treatment. Medic Alert speaks quickly for the person unable to speak for himself due to injury or illness. Every 
day over 14.000 people suffer needless pain and trauma because hospital emergency room staff lack critical patient 
intbrmation: data that could save precious lime and facilitate appropriate treatment. 

5. Medic Alert provides 4-way protection. Medic Alert s service is professional emergency medical identification 
beginning with the alerting emblem, then including our hot line, your computerized emergency medical record, and 
backup wallet card. 

6. How does Medic Alert work? The Medic Alert emblem, which triggers the emergency medical data service, is 
custom engraved with the member s primary conditions, identification number, and Medic Alert s 24 hour emergency 
center s hot line phone number. This emblem is available as a bracelet or neckchain, and comes in stainless steel, heavy 
gold plate or sterling silver. A precious metal designer emblem line is also available. 

7. The 24-hour emergeno' line is accessible from anywhere in the world. The emergency number engraved on Medic 
Alert s emblem, offers instant access to medical information in addition to names of physicians and family members. 
In an emergency. Medic Alert supplies important lifesaving information to emergency care personnel. Your emergency 
hot line service is guaranteed for your lifetime by the independent Medic Alert Records Trust. Only Medic Alert offers 
this level of protection. 

8. Is Medic Alert protection expensive? Medic Alert's one-time membership fee includes a stainless steel emblem 
and provides protection for a lifetime. Annually you receive a wallet card copy of your computerized medical record 
with a reminder to keep your record up-to-date. You can update your record by phone (toll-free) or by mail. Call for 
current prices. 

9. A universal symbol. The Medic Alert emblem bears the symbol of the medical profession, and is recognized 
universally. The Medic Alert Foundation has affiliate oi^anizations in 22 countries around the world. 

10. How can I join Medic Alert? Write Medic Alert Foundation, 2323 Colorado Avenue, Turlock. California 95380. 
Or call toll-free: l-800-ID-ALERT (1-800-432-5378). Our staff is on duty 24 hours a day. so call today, it could one day 
save your life or the life of a loved one. 

5 




The Medic Alert emblem instantly 

Medic Alert Foandatlon Intanwtloiul signals that the wearer is at added 

© Copyright 1991 All Rights Reserved ~ -«r»^ risk in a medical emergency. 



ERIC BEST COPY AVAILABLE 



CONDITIONS REQUIRING MEDIC ALERT 



Four of our nation's leading emergency physicians have developed this list of 56 conditions. Persons with 
these conditions aio at added risk in an emergency. 



Condition Diagnosis: 

Abnormal EKG 

Adrena! Insufficiency 

Alcoholism 

Alzheimer's 

Angina 

Asthma 

Bleeding Disorder 
Blind 

Blood Type 
Cardiac Dysrhythmia 
Cataracts 
Cerebrovascular 
Accident 



Clotting Disorder 
Coronary Bypass Graft 
Deaf 

Diabetes/Insulin 

Dependent 
Diabetes/Non-Insulin 

Dependent 
Glaucoma 

Heart Valve Prosthesis 
Hemolytic Anemia 
Hypertension 
Hypoglycemia 
Laryngectomy 



Leukemia 

Malignant Hyperthermia 
Myasthenia Gravis 
Pacemaker 
Renal Failure/ 

Hemodialysis 
Seizure Disorder 
Sickle Cell Anemia 
Situs Inversus 



Allergies or Sensitivities: 

Aspirin 

Barbiturates 

Codeine 

Demerol 

Horse Serum 



Insect Stings 
Lidocaine 
Morphine 
Novocaine 



Penicillin 
Sulfa 

Tetracycline 

X-ray Dyes— I.V.R Iodine 



Regular Medications: 
Antianginal Medications 
Antiarrhythmic 
Anticoagulant 



Anticonvulsant 
Antihistamines, 
Prolonged use 



Beta Blocker 
Cortisone 

Immunosuppressant 
Steroids 



Special Needs: 
Contact Lenses 



Organ Donor 



Living Will 



Over 200 conditions exist that place a person at added risk in an emergency 



3 
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Lesson 2 

Initial Patient Approach 
by Baxter Larmon and Tom Manix 

Communication in prehospital care is crucial to quality patient care delivery. 
Humans like to think of themselves as good communicators, when in reality most 
are not. The prehospital system depends on a "team" approach; good 
communication between all parties involved is a critical aspect of patient 
care. 

One determinant of good patient communication is the state of mind of both the 
provider and the patient. Accordingly, initial approach by the provider to 
the patient can create a proper or improper state of mind, resulting in good 
or poor communication. 

A patient will form impressions of the EMS provider based on the initial 
approach. Often we fora opinions of someone we really don't know based on 
outward appearance and mannerisms. If quality information is to be obtained 
from a patient, it is important to establish a positive rapport from the 
beginning of the call. A positive rapport may also reduce the patient's 
anxiety, which in and of itself is positive therapy. 

The following steps should be incorporated into your initial approach to help 
foster a positive relationship. 

Appearance . Look as professional as possible. A professional appearance will 
instill confidence in the patient. At all times a clean uniform should be 
worn. For after hour responses, check your pers.^nal appearance before 
arriving on the scene. 

Tnt^yoductjon. Introduce yourself, partner and all other providers. This is a 
common courtesy, many times overlooked. This will provide a sense of 
personalization, indicating to the patient that they have your undivided 
attention. 

Privacy. Remove all spectators from the environment. It is acceptable to let 
one person remain if the patient so desires. Spectators make the patient 
uncomfortable and can be embarrassing. 

Eye Contact. Direct eye contact will help the patient gain confidence in the 
provider. People feel uncomfortable when an individual does not obtain or 
maintain eye contact. 

Physical Contacc. Be careful not to be too physical too fast. Try building a 
rapport before touching. Everyone has what has been termed "personal space." 
EMT's and Paramedics are taught that "hands on" contact with a patient is 
important. Although this is true, it is important to acknowledge their 
"personal space" so as not to put the patient on the defensive. 

Equipment Placement. Prehospital care equipment can be extremely intimidating 
to a patient. Keep it out of sight, if possible. Medical equipment can 
increase anxiety. 



44 
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Self Co nfidence . The patient must feel comfortable that you are in control of 
the situation. Try not to show the patient you may be nervous. Be aware that 
an aura of overconf idence can be interpreted as a cocky attitude. 

Positive /Caring Affect. Treat all patients as you would want to be treated. 
If you are having a bad day, don't let the patient notice. Remember the 
patient is having an emotional experience. A little compassion will make the 
patient feel more at ease. 

Listen. When the patient tells you something, remember it. Asking patients 
to repeat information may give them the impression your mind is elsewhere. 

Use Common Language. When speaking to patients use simple vocabulary. Using 
big words and medical terminology does not impress the patient and can be 
intimidating. Likewise, do not speak 'baby talk' to kids. In most cases it 
is not necessary to shout at the elderly. 

Explanation. Give a short explanation of what you are doing and why it is 
necessary. Patients deserve this courtesy. A simple explanation can reduce 
anxiety and fears. 

Treatment. Something should be done in the way of treatment as soon as 
possible, no matter how minor the problem may seem. Covering wounds, 
positioning, oxygen, even placement of a blood pressure cuff gives the 
appearance to the patient that you are competent and are there to help. 

If your initial approach does not include the above, you may find it difficult 
to gather a complete report. An adversarial relationship may increase anxiety 
and make their chief complaint worse. Although these steps seem simple, they 
are rarely taught or reinforced in primary EMS training. Obtaining a patient 
history, physical exam, and treatment is difficult at times. Using these 
steps should assist you in accomplishing your goals. 



Baxter Larmon MICP is the Director of the Center for Prehospital Care at the 
University of California at Los Angeles Medical Center. He has written 
extensively on prehospital care subjects and is a well respected lecturer at 
EMS confer enc es . 

Tom Manix MICP is the Educational Coordinator of the Center for Prehospital 
Care at the University of California at the Los Angeles Medical Center. 
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Body Cavities 

(Side View) 



VENTRAL 
CAVITY 



Thoracic Cavity 



Diaphragm 



Abdominopelvic 
Cavity 




Cranial Cavity 



DORSAL 
CAVITY 



Vertebrae 



Spinal Cavity 
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Quadrants of the Abdominopelvic Cavity 
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Directions 



_ Medial 
Lateral 




y Anterior 
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The Respiratory System 
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The Liver, Gallbladder, 
and Pancreas 




Duodenum 
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Parts of the Stomach 
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Curvature 

Pyloric Sphincter 




Fundus 
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MAJOR ARTERIAL PULSE SITES 
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TEMPORAL AFiTERY 



MAXILLARY ARTERY 



RIGHT CAROTID ARTERY 



LEFT CAROTID ARTERY 



BRACHIALARTERY 




RADIAL 

ARTERY 



DORSALIS PEDIS 
ARTERY 
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THE SKELETAL SYSTEM 




Appendicular Skeleton 




Anterior Posterior 
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structures of a 
Long Bone 




Articular Cartilage 
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CERVICAL 
(NECK) 
VEFTTEBRAE 
AND NERVES 70 
DIAPHRAGM 
C1-C7 



THORACIC 
OR DORSAL 
12 Vertebrae 



LUMBAR SPINE 
5 Vertebrae 



SACRUM 
5 Vertebrae 



COCCYX 
ORTAILBONE 
3-4 Vertebrae 
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Male Reproductive System 



Kidney 




Scrotum 
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The Urinary System with 
Blood Vessels 

(Male) 



Inferior Vena Cava — 
Hepatic Vein 

Abdominal Aorta 
Adrenal Gland 

Kidney 

Renal Artery 
Renal Vein 

Ureter 

Common Iliac Vein 
Common Iliac Artery 



Internal Iliac Artery 
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Vertical Section Through a Kidney 



Cortex 




Ureter Minor Calyx 



74 



2-46 



c 
3 









— CO 


ough 


>* 


ear 






3 ? 


Ihe bod 


x: 
o 


E 


< 


1 3 

c — 

<D 0) 






UJ 






o> 
c 


ocarc 


X 

H- 


P 

° O 


Gl 


o 


c 


\±. 


<n w 


e 


iS 




-o 


UJ 


a> — 


3 


e aor 




c 




> -o 


Q. 


pis 






0) O 

o o 


and 1 


c 






2? B 


S 



<0 ^ 

3 0> — 
<o C ^ 

c o 

3 w 

o 



Q) 



2 

UJ 

> 
CO 

CE 
< 
-J 
D 
O 
CO 

< 
> 
O 

Q 

CE 

< 



CO 
C4 



q: 

Uj 
Uj 

O 
O 

o 




CD 



c 
o 

o 

CO 
CO 

< 



CO 
<D 

X 

c 

cn 
o 

<D 

£ 
< 

<D 

x: 



c 
o 

CO 
CO 



0) 
CL 

a> 

CO 
< 



CO 



in 



ERLC 



3-1 



Lesson 3 

Airway Obstruction and Respiratory Arrest 



Introduction 



Objectives 



Overview of Lesson 
Contents 



Signs 




All living ceils of the body require oxygen to survive. For cells in the brain and nervous 
system, oxygen is particularly important; without oxygen, they may die in 4 to 6 
minutes. It is the respiratory system that provides the means by which oxygen enters 
the body and carbon dioxide and other waste gases are removed. A non-breathing 
person or a person with breathing difficulties is a true emergency. Speedy recognition 
of the patient's problem and prompt and correct performance of the skills taught in this 
lesson may mean the difference between life and death to the patient. 

At the conclusion of Lesson #3, the instructor will have provided sufficient information, 
demonstration and practice to the student, to ensure his/her ability to: 

• Oescnbe in narrative the significance of oxygen to body tissues, particularly the 
brain. 

• List 5 components of the respiratory systems and the functions of each. 

• List 3 signs of adequate air exchange. 

• Demonstrate on a manikin, designed for CPR 5 airway management techniques. 

• Demonstrate on a manikin, designed for CPR the AHA method of clearing an 
obstructed airway in the following situations: 

• Conscious adult • Conscious infant 

• Adult who becomes unconscious • Unconscious infant 

• Unconscious adult 

The Respiratory System. 
Anatomy and Physiology. 

Pharynx. Air entering the nasopharynx or oropharynx or food entering the mouth 

passes to the pharynx. 

Trachea. The trachea (in front) takes air to the lungs and is known as the windpipe. 
Epiglottis. A valve called the epiglottis guards the opening of the trachea. 
Larynx. The larynx is the first part of the trachea. 

Bronchi. The trachea divides into two smaller tubes, the right and left bronchi, 
which enter the lungs. 

Lungs. In the lungs, the bronchi branch into smaller parts until they finally end in 
millions of tiny air sacs, called alveoii. 

Diaphragm. The diaphracjrr is a muscle that separates the chest cavity from the 
abdominal cavity and aids in breathing. 

Pleura. The layer of slippory tissue covering the lungs is known as the pleura. A 
layer of this tissue also lines the chest cavity. In between is a thin layer of fluid. 
Control of Breathing. Breathing is controlled by the brain. 

Adequate Breathing. Chest and abdomen RISE and FALL as air is breathed in and 
out. 

inadequate Breathing 

No air can be heard or felt at the nose and mouth, 
The breathing is noisy. 
The breathing is slow or 
The patient is cyanotic. 
Opening The Airway 

Obstruction By The Tongue. In an unconscious patient, muscles relax and the 
tongue can fall back and obstruct the airway. 
Techniques Of Care. 

Head-Tlit Chin Lift Maneuver. 

Head-Tilt Neck Lift Maneuver. 7 7 
7 
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Coma Position. 

Not«: These techniques should not be used if a broken neck or upper spinal cord 
injury is suspected. 

NMd For Pulmonary Raauacitation. If breathing does not start spontaneously, 
artificial respiration should be started immediately. 
Suspactad Spina Injuriaa 
Problam 

A cervical spine injury must be suspected in ail accident cases. 

Hyperextension of the neck and any movement of the head must be avoided in 

order tc prevent further injury to the spine. 
Tachniqua. Modified Jaw Thrust. 
Pulmonary Raauacitation. 

Oxygan in Inhalad And Expirad Air. 

The atmosphere contains about 21% oxygen. 

Of the 21% inhaled, 5% is used by the body and the remainder (16%) is exhaled. 
Mouth-To-Mouth Tachniqua. Procedures are: 
. Establish unresponsiveness, 
Open the airway, 
Establish breathlessness. 

Pinch the nose closed using thumb and index finger of hand 
Open mouih widely. takQ a deep breath, make a tight seal around the patient's 
mouth, and blow air into the patient's mouth until the chest rises. 
Remove the mouth to allow air to come out. 
To start, give four breaths in rapid succession. 
Ventilate the lungs 12 times per minute for an adult. 
K^outh-To-Noaa Tachniqua. 

May be needed because of severe injury in the mouth region. 

The rescuer may not be able to make a tight seal because the patient has a large 

mouth, no teeth, etc. 

Procedures are: 

Establish unresponsiveness 

Tilt the patient's head back. 

Establish breathlessness 

Use the other hand to lift the patient's lower jaw: this seals the lips. 

Take a deep breath, seal the lips around the patient's nose and blow until the chest 

rises. 

Remove mouth and let patient exhale. 

If necessary, open patient's mouth during exhalation. 

Give four deep and quick breaths to start and then repeat cycle every 5 seconds as 
with the mouth-to-mouth technique. 
Variatlona For Infanta. Procedures for infants and small children are: 
Do not exaggerate the head tilt. 
Make a seal around BOTH mouth AND nose. 
Use less volume to inflate the lungs. 
Inflate lungs once every 3 seconds. 
Variatlona With Jaw Thruat Manauvar. 

For mouth-to-mouth resuscitation, use the cheek to seal the nose. 
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For mouth-to-nose resuscitation, use the cheek to seal the mouth and do not retract 

the lower lips with the thumbs. 
Gastric Distention. Artificial ventilation frequently causes distention of the stomach. 
Slight distention should be ignored. 

If there is marked distention causing ineffective air exchange, moderate pressure should 
be exerted by one hand between the navel and the rib cage after rolling the patient 
onto his side. 

If the patient vomits, sweep or suction the mouth and continue. 
Ths Laryngectomss. (Nsck Breather) 

The Condition. Some persons have all or part of their larynx removed through 
surgery. 

These persons have a hole (known as a stoma) in the trachea through which they 
breathe. 

Airway Care Procedures. Remove all coverings (e.g.. scarves, ties, necklaces) from 
the stoma area. 

Clear the stoma of foreign matter. 

Make a seal with your mouth over the stoma and blow until the chest rises. 
When the chest rises, remove your mouth from the stoma and permit the chest to 
fall. 

Airway Obstruction 

Importance 01 Ventilating Lungs First. Efforts to ventilate the lungs will reveal 
whether foreign bodies are present. 

Loose IMaterial. Foreign matenal (blood, mucus, loose teeth, food, etc.) in the airway 
can prevent successful ventilation of the lungs. If attempts at ventilation are 
unsuccessful, the EMT-A should: 

Turn the patient's head or entire body to one side. 

Force the mouth open by the "cross finger" technique. 

Sweep the index and middle fingers of the other hand across the back of the 

patient's throat. 

Roll head back and attempt artificial ventilation. 

Note: If a spine injury is suspected, the EMT should maintain the patient's head, 
neck and torso in strict alignment. 
Lodged Material 

If the patient is choking from a foreign object caught in his throat, emergency care 
procedures include back blows and manual thrusts. 

BACK BLOWS. The EMT-A should deliver four sharp blows with the heel of the hand 

to the patient's spine between the shoulder blades. 

NOTE: Infants and small children should be picked up. and inverted over the EMT's 
arm. The EMT should deliver light blows between the shoulder blades. 
Abdominal Thrust Procedures. The EMT should: 
Stand behind the patient. 

Grasp one fist with the other hand and place the fist, thumbside. against the 
patient's abdomen, slightly above the navel and below the xiphoid. 
Press the fist into the patient's abdomen with a quick inward and upward thrust. 
Note: Do not use on infants. 

Variation. The technique can be performed on a supine patient by placing one 
hand on the other, placing the heel of the bottom hand on the abdoi. xin as above, 
and pressing into the abdomen with a sharp inward and upward thrust. 
Chest Thrust, The chest thrust can be used when the patient is an infant, markedly 
obese or pregnant or if abdominal thrusts prove to be ineffective. 
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Proc«dur«. The EMT should: 

Stand behind a standing or seated patient. 

Grasp one fist with the other hand and place the fist, thumbside, against the lower 
sternum above the xiphoid. 

Press the fist into the patient's chest with a quick backward thrust. 
Variation. For a supine patient, the EMT should: 

Place the hands in the correct position for CPR and deliver compressions in the 
same manner. 
Combinad Procaduraa 
Conacioua Adult Procaduraa. 

Identify complete obstruction. 

Alternate 4 back blows and 4 manual thrusts until effective or patient loses 
consciousness. 
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Lesson 3 

AIRWAY OBSTRUCTION AtJD RESPIRATORY ARREST 

Upon completion of this lesson, you should be able to define these terms and 
MSB them correctly. 

Airway 

Artificial ventilation 

Consicous 

Foreign object 

Respiratory distress or embarrassment 

Resuscitation 

Supine 

Thrust 

Unconscious 

Ventilate 

Victim 

Volume 
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Lesson 4 
Cardiac Arrsst 



Introduction 



Study Suggestions 



The circulatory system provides the means by which oxygen and other nutrients are 
distributed to body cells and carbon dioxide and other waste products are removed. As 
with the previous lesson, cardiac arrest represents a true emergency. Speed in the 
recognition of the patient's problem and prompt and correct performance of the stalls 
taught in the lesson may mean the difference between life and death to the patient. 

Patlont Become Unconscious. 

Place patient supine. 
Call for help. 

Open aiPA/ay: attempt ventilation; if unsuccessful: 

Activate EMS system. 

Give 4 back blows. 

Perform 4 manual thrusts. 

Check for foreign body-and sweep with finger. 

Attempt ventilation and repeat as necessary. 

Pstisnt Found Unconscious. 

Establish unresponsiveness. 

Call for help. 

Open aiPA/ay; establish breathlessness. 
Attempt to ventilate. 

If unsuccessful, reposition head and try again. 

Activate EMS system. 

Give 4 back blows. 

Perform 4 manual thrusts. 

Check for foreigr^ body and sweep. 

Attempt ventilation and repeat as necessary. 

1. Describe how you would check a patient for signs of adequate breathing. 

2. Describe how you would resuscitate a patient with a badly swollen tongue. 

3. Describe what you might suspect if a patient's chest appears to be moving normally 
but no exhaled air can be felt at nose and mouth. 

4. Practice the five techniques of opening the ain/vay. Use a classmate or friend as a 
"patient". 

5. Practice opening your own mouth using the cross-finger technique. 

6. Practice correct positioning of your hands and body for performance of the 
abdominal and chest thrusts on a standing/seated and supine patient. Use a classmate 
or friend as a "patient". Do NOT perform the actual thrusts. 

7. Practice THE STEPS involved in dislodging a foreign object in the ainway for 
conscious and unconscious patients. Use a classmate or friend as a "patient". Simulate 
procedures; DO MOT perform actual maneuvers. 

8. If an adult manikin is available, practice mouth-to-mouth and mouth-to-nose 
pulmonary resuscitation. If a manikin is not available, simulate performance of the skills 
on a classmate or friend as follows: 

Establish unresponsiveness. 

Properly position your hands and fingers on the "patient." 

Open your mouth an appropriate amount and start the ventilation process by 

delivering INTO THE AIR the proper number of breaths at the proper volume. 

Maintain ventilation at the proper rate and volume. Have the "patient*' time your 

ventilations. 
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Ob|«ctiv«t 



Overview of 
LeMon Contents 
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9. When an infant manikin is available, practice the steps involved in pulmonary 
resuscitation. 

10. Practice sealing the nose and mouth of a partial neck breather. Use a classmate or 
friend as a "patient". 

At the conclusion of Lesson #4, the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

♦ List 4 components of the circulatory system and the function of each 

♦ List 2 specific signs of cardiac arrest. 

♦ List 3 possible complications of CPR. 

♦ List 3 instances when CPR. once initiated, may be terminated. 

♦ Demonstrate on a manikin, the current AHA sequences and techniques for the 
following CPR cases: 

—single rescuer (adult and infant) 
—team rescuer (adult) 

—infant and adult CPR wnile transferring to an ambulance 

The Circulatory System consists of the heart and a series of tubes that carry blood 
throughout the body. 
The tubes include: 

Artarlot that carry blood rich in oxygen. 

Voint that carry deoxygenated blood and waste products. 

Capillaries through which oxygenated and deoxygenated blood are exchanged 

with the body ceils. 

In combination with the respiratory system, the circulatory system serves to provide the 
body with the oxygen needed for life. 
Tha Heart 

Design Of The Heart. The heart is a muscular organ approximately the size of a 
man's clenched fist. 

A wall (septum) divides the heart into two upper chambers (atria) and two lower 
chambers (ventricles). 
The Heart As A Two-Sided Pump 

The left side of the heart receives oxygenated blood from the lungs and pumps it 
out to all body parts through a system of arteries. 

The right side of the heart receives from the veins blood that has circulated through 
the body and pumps it to the lungs to be re-oxygenated. 
A system of one-way valves keeps blood moving in the proper direction and 
prevents backflow of the blood. 

The heart is located in the chest cavity under the sternum and the lungs. Pressure 
on the sternum will compress the heart and produce an artificial circulation. 
The liver and spleen are located below the heart— the liver to the right and center 
and the spleen to the left. 

Laceration of the lungs, liver or spleen could prove fatal to the patient. It is therefore 
especially critical that the skill learned in this lesson be learned correctly. 

Signs Of Cardiac Arrest 

The patient is not breathing. 

The patient has no carotid pulse. 
Technique Of Cardiopulmonary Resuscitation. 
General Procedures, 

Place patient on a firm surface, such as the ground or a spine board: CPR cannot 
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be performed with the patient in a sitting position. 

Adequately ventilate the lungs with oxygen since compression without ventilation is 
useless. 

Locate the hands on the lower half of the sternum avoiding the xiphoid process. 
Use sternal notch to locate position. 

Place the heel of one hand on top of the other, with fingers raised so that no 
contact is made with the ribs. 

Lean ovef the patient with elbows straight so that the weight of your body is 
assisting in compression of the sternum. 

For an adult, compress the sternum about IV2 to 2 inches vertically downward. 
Compressions should be 50% compression 50% relaxation. 
Compress the sv^rnum approximately 80 times per minute for single rescuer and 60 
times per minute *or team rescuer. 
On«-RMCU#r Technique 
Establish unresponsiveness. 
Call for help. 
Assure an open aiPA/ay. 

Establish BREATHLESSNESS. Look, listen and feel. 
Ventilate the lungs quickly 4 times. 
Check Carotid pulse. 
Activate EMS system. 

Perform 15 compressions with 2 quick and full ventilations. 
Stop compression and give 2 quick full ventilations. 
Alternate 15 compressions with 2 quick and full ventilations. 
Recheck Pulse after 1 minute. 
Two-R«tcu«r T«chniqu«. 

Eslabiifth Unresponsiveness. 
Call for help. 

Ventilator assures an open airway. 
Establish Brssthlassness. 

Ventilator ventilates the lungs quickly 4 times. 
Check carotid pulse. 

Second rescuer performs 5 compressions of the sternum at the rate of 60 per 
minute. Counting "One-One-thousand'\ "Two-One thousand". "Three-One 
thousand", etc., will aid the rescuer in maintaining a rate of one compression per 
second. 

Ventilator interposes one breath after each 5 compressions. 
Changing Positions. Compressor calls for a switch when needed. Ventilator gives 
breath on 5th count and moves to chest. Compressor checks pulse, ventilates and 
signals to begin. 
Infanta And Chlldran 

For small children 1 to 8 years, only the heel of one hand is used and the 
compression should be 1 to IV2 inches, 80 per minute. 

For infants, less than 1 year, only the tips ol the index and middle lingers are used 
and the compression should be one-half to 1 inch. 100 per minute. Use brachial 
pulse check. 

Pressure should t>e exerted over the mid-sternum. 

Additional support beneath the back will be required for infants and small children. 

" 8S 
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Second Rescuer Entering. 

Single rescuer CPR initiated. 
The Second rescuer appears and identifies self. 
Second rescuer checks pulse for effective compressions. 
Second rescuer calls for stop to check for spontaneous return of pulse. 
Begins two rescuer CPR. 
Signs Of Effective CPR 

A carotid pulse can be felt (when working as a team, the ventilator should feel a 

pulse with each compression). 

The pupils constrict when exposed to light. 

The skin color improves. 

There may be spontaneous gasping respirations. 

There may be spontaneous movement of the patient's arms or legs. 

The heart may resume normal beating. 

Note: CPR produces a pumping activity that is only 25% to 33% as effective as the 

action of a normal heart. Thus oxygen should be delivered to ail patients who have 

sustained a cardiac arrest as soon as it is available. 
CPR should not be interrupted for more than 5 seconds unless it is necessary to move 
a patient up and down a stairway. Such interruptions should not exceed 1& seconds. 
Complications: 

Fractured ribs. 
, Fractured sternum. 

Lacerations of the liver, spleen, lungs or heart. 

Damage to the pleura resulting from broken ribs. 
Beginning And Terminsting CPR 

CPR is not indicated for a patient known to be in the terminal stages of an incurable 

condition, if signed physician orders are present. 

Once started, CPR should be terminated only when one of the following occurs: 
The patient's heart resumes normal beating. 

A physician or other properly trained person responsible for emergency medical 
services assumes responsibility for the patient. 
The rescuer is exhausted and unable to continue. 

The patient is pronounced dead by a physician, coroner or other individual with the 
legal authority to do so. 

Study Suggestions 1 . Describe how you would check a patient for cardiac arrest. 

2. Explain what you could do if you saw a rescuer attempt to perform CPR with his 
hands placed over the xiphoid process. Give the reasons for your actions. 

3. You have started cardiopulmonary resuscitation and suddenly suspect that the 
patient has a broken rib on his right side near the sternum. Explain what you would do 
and why. 

4. When an adult manikin is available, practice one-man cardiopulmonary resuscitation. 

5. When an adult manikin is available, practice the steps involved in two-man 
cardiopulmonary resuscitation with a classmate. 

6. When an infant manikin is available, practice the steps involved in cardiopulmonary 
resuscitation of an infant. 



ERLC 



89 

14 



4-5 

m 

Lessen 4 
CARDIAC ARREST 

Upon completion of this lesson, you should be able to define these terms and 
use them correctly. 

Biological death 

Clinical death 

Contraction 

Contusion 

Embolus 

Hemothorax 

Myocardial infarction 

Myocardium 

Palpitation 

Fneiamo thorax 

Sternum 
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YOUR HEART AND HOW IT WORKS 



HEAD 
& ARMS 



RIGHT 
LUNG 



PULMONARY VEIH 




LEFT 
LUNG 



RIGHT HEART 

receives blood from the 
body and pumps it 
through the pulmonary 
artery to the lungs 
where it picks up fresh 
oxygen. 



TRUNK 
& LEGS 



inside lining of heart 

(•ndocordium) 



LEFT HEART 

receives oxygen-full 
blood from the lungs 
and pumps it through 
the aorta to the body. 



bag of tissue 
surrounding heart 
(pv*ricardium) 
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SVC 
IVC 



Plan of Blood Circulation 
Through the Heart 



HEART 





R.A. 









Tricuspid valve ■ 



R.V. 



Bicuspid (mitral) valve 



Pulmonary veins -4- 



. Capillaries in lungs 



Pulmonary semilunar valve- 
Pulmonary artery ^ 





LV. 









^ Aortic semilunar valve 



Aorta 
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Lesson 5 

Manikin Practice and Certification 



introduction 



Obfectlvos 



Overview Of 
Lesson Contents 



Study Suggestions 



As mentioned previously the absence of breathing or circulation will lead to the death of 
the patient. Prompt and efficient intervention must be completed by the EMT-A. 

At the conclusion of Lesson #5. the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

—Certify to current AHA standards in all areas required of a CPR-Basic Rescuer* 

Basic rescuer certification including: 
Written exam 
One rescuer CPR 
Two rescuer CPR 
Infant CPR 

Adult obstructed airway procedures 
Infant obstructed airway procedures. 

1 . Review all material covered in lessons 3 and 4. 

2. Review American Heart Association performance standards. 

3. Practice all procedures on appropriate manikins until proficio.icy is attained. 

4. List the proper performance sequences for each skill. 
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Lesson 6 

Practical Use of Airway Adjuncts 



Introduction A patient can be given basic life support without the use of mechanical aids. In many 

cases, however, airway adjuncts make airway care and ventilating easier and more 
effective. If oxygen is required, such aids are a necessity. EMTs must be thoroughly 
knowledgeable about the design and use of the equipment available to them. 

Ob)0Ctlvos At the conclusion of Lesson #6, the instructor will have provided sufficient information. 

demonstration, and practice to the student, to ensure his/her ability to: 
—List the indications, purpose and functions of the following airways: 
Oropharyngeal airways 
Nasopharyngeal airways 
Portable suction 

Oxygen equipment and delivery systems: nasal cannula, simple face mask, venturi 
mask. etc. 

Pocket valve mask 

Bag valve mask 

—Demonstrate on manikin the correct seq^'ence and techniques for using the 
following ain^ay adjuncts in stationary and moving patient circumstances: 

Oropharyngeal airways 

Nasopharyngeal airways 

Portable suction 

Oxygen equipment and delivery systems: nasal cannula, simple face mask, venturi 
mask, etc. 

Pocket mask system 
Bag valve mask system. 

Overview Of Oropharyngeal Airways 

Lesson Contents Oropharyngeal airways can be used in sizes to maintain an open airway on 

unresponsive patients. 

Procedures of inserting the airway are as follows: 

Select proper size: corner of mouth to earlobe. 

Open the patient's mouth using the cross-finger technique. 

Insert airway with the tip facing upward (toward the roof of the patient's mouth). 

After contact with soft palate, rotate it 180 degrees and insert it until the flange rests 

on the lips or teeth (the curve of the ain^/ay follows the patient's tongue.) 
Nasopharyngeal Airways. 

A nasopharyngeal airway is not likely to stimulate vomiting and nasopharyngeal may 
be used on a conscious patient who cannot maintain an open airway. 
Select the proper size measured from the nose to earlobe. 
Lubricate the airway. 

Insert it through a nostril following the floor of the nose until the flagne rests against 
the nostril. 
Suction Unit 

A suction unit permits removal of blood and other liquid materials from the aioA^ay. 
Procedures for use are: 

Inspect unit to insure that all parts are assembled. 

Switch on suction, clamp tubing and assure that pressure dial registers over 300 mm 
Hg. 

Attach flexible catheter or rigid tonsil sucker. 
Open the mouth with the cross-finger technique. 
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Insert the catheter into the pharynx. Length of insertion is the distance from mouth t( 
lobe of ear. Insert rigid tonsil sucker with convex side along the roof of the mouth 
until the pharynx is reached. 
Apply suctioning only after catheter is in position. 
Suctioning should not exceed 15 seconds. 
OxygM 

Patl«nts NMdlng Oxyg«n Include: 

PATIENTS SUFFERING A CARDIAC ARREST and others whose condition results in 
a lack of oxygen being delivered to the organs. 
Dangers Of Oxyg«n Use: 

Oxygen supports combustion. 

In some chronic diseases states like emphysema, administration of oxygen can 
decrease respiration since, in these patients, a low blood oxygen level is the 
stimulus for respiration. Avoid cylinder or regulator contact with petroleum products. 
Oxygm Equipment 

Oxygen is usually supplied as a compressed gas in seamless steel or alloy 
cylinders. 

Thus the cylinders are designed so that an oxygen line or regulator cannot 
mistakenly be attached to a cylinder of another compressed gas. 
Pressurized cylinders must be handled carefully since their contents are under 
pressure. 

Pressure of a full oxygen cylinder will be 2000 lo 2200 psi; it must be reduced to 40 
to 70 psi before administration to a patient. 

Flowmeters are typically permanently attached to the pressure regulator; they permit 
oxygen to be delivered to the patient at the desired rate. 

Since oxygen in a compressed cylinder is an extremely dry gas. a humidifier should 

be attached to the flowmeter to prevent excessive dryness of the patient's mucous 

membranes if prolonged administration of oxygen is anticipated. 
Operating Procedures. The EMT should: 

Remove protective cap. 

"Crack" the valve. 

Attach regulator-flowmeter. 

Attach humidifier. 

Reduce the pressure. 

Regulate the flow. 

Connect administering apparatus. 

Shut down the apparatus. 
Equlpmsnt For Oxygen Delivery 
Methods of oxygen delivery include: 

NMai Cannula. Mask and Bag. 

Facamaak. Vanturl Maaka. 

Each type of delivery device has specific advantages and limitations. 
Equipment For Ventilation And Oxygen Delivery 

Pockat4laak With Oxygen Inlet Valva Syatam is a ventilation system which permits 
additk)nal oxygen to be delivered to the non-brviathing patient. 
It will delivef 50% oxygen at ten liters per minute. 
Procedures for use: 
Stand behind patient's head and open airway with modified jaw thrust, use 
^ oropharyngeal airway. 

ERIC 18 95 
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Study SuggMtlons 



Attach oxygen. 

Apply the mask to the face with the apex over the bndge of the nose and the base 
between the tips and chin. 

Place your thunnbs on dome of mask and hold patient's mandible with remaining 
fingers. 

Maintain an airtight seal with firm pressure between thumb and fingers. 

Maintain an open airway by modified jaw thrust. 

Breathe through open port in chimney. 

Remove mouth and allow patient to exhale passively. 

Note: Adult mask may be inverted for use on a.child. Infant size mask can be used 
on the stoma. 

Bag-Vaive-Mask Rasuscitator system, when used with a reservoir permits delivery of 
high concentrations of oxygen to the patient. 

It should be used with an oropharyngeal airway in place. 
Procedures for use: 

Select correct mask size. 

Inflate collar if necessary. 

Open ainA/ay with cross-finger technique and insert oropharyngeal airway. 

Apply mask over the patient's face with its apex over the bridge of the nose and its 

base between the lower lip and chin. 

Hold the mask firmly in position by placing three fingers of one hand on the 
mandible between the angle and the lobe of the ear while the index finger is held 
over the lower portion of the mask and the thumb over the upper portion of the 
mask. 

With the other hand, compress the bag fully in a rhythmical manner once every five 
seconds. 
Commanta On Uaa. 

Better volumes for ventilation can be delivered by direct mouth-to-mouth 
resuscitation but supplemental oxygen cannot be provided. 

Inadequate tidal volume may be the result of improper seal or incomplete bag 
compression. 

If chest does not rise and color improve in a non-breathing patient, select an 
alternate method. 

Damand-Valva Raauacltator system can be used to assist ventilation or control it. 

It can deliver 100% oxygen. 
Procedures for use: 

Preset pressure initially at 10 to 20 cm H20 or 8 to 15 mrn Hg. 

Ventilate patient by periodically depressing valve button. 

1. Simulate and describe aloud the steps involved in using each piece of equipment 
covered in the lesson. 

2. Describe under what conditions (medical or otherwise) you would use each piece of 
equipment covered in the lesson. 
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At the completion of this lesson, you should be able to define and use the 
following term correctly. 



Catheters 



Gag reflex 
Hjrpoxia 
Intubation 
Larynge c tomy 
Liter 

Oropharyngeal area 

Stoma 

Suction 
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Lesson 7 

Bleeding and Shock 



introduction This lesson covers two additional life-threatening emergencies— bleeding and shock. 

Proper emergency care for these conditions can mean the difference between life and 
death for the patient. 

Obfactlves At the conclusion of Lesson #7. the instructor will have provided sufficient infomiation. 

demonstration, and practice to the student, to ensure his/her ability to: 

• List 4 methods of controlling bleeding. 

• Demonstrate control of external bleeding by use of direct pressure, elevation and 
pressure points. 

• Describe when and how to use a tourniquet. 

• List 4 signs of internal bleeding. 

• List 6 types of shock. 

• List 6 signs and/or symptoms of shock. 

• Demonstrate and describe 5 steps in the treatment and prevention of shock. 

• Perform a primary survey. 

• Perform a secondary survey. 

• Obtain and record a blood pressure by both auscultation and palpation. 

Overview Of Mechanics Of Circulation 

Lesson Contents Review Of System Elements And Functions. 

Heart. Capillaries. 
Arteries. Veins. 

Each time the heart pumps, a pulse can be felt throughout the arterial system. It can 
most easily be felt where a large artery is close to the skin surface, that is: 

a. The radial pulse. 

b. The carotid pulse. 

c. The femoral pulse. 

d. The brachial pulse (infants). 
Blood is a red. sticky fluid that travels through the circulatory system. The average adutt 
has SIX liters of blood. 

Biood carries oxygen to body tissues and removes waste products. 
It carries cells that combat infection in the body. 
It has a capability of clotting; clotting normally takes G to 7 minutes. 
The term perfusion means the circulation of blood within an organ. An organ is 
perfused if blood is entering it through the arteries and leaving through the veins. 
Perfusion keeps the body cells healthy by providing them with oxygen and other 
nutrients and removing waste products. 

Blood pressure ts the pressure that the blood exerts against the walls of the arteries as 
it passes through them. This pressure causes the flow of blood. 
The pressure wave has high and low points, called systolic pressure and diastolic 
pressure. 

In normal males, systolic pressure varies from 100 mm Hg plus the age of the patient 
up to 140 mm Hg; diastolic pressure, from 65 to 90 mm Hg. In females, the pressure 
may be 8 to 10 mm Hg lower. 

It is important for a physician to know the patient's blood pressure as soon as possible 
after an emergency event in order for him to evaluate the significance of any change in 
blood pressure measured at the hospital. 

Blood pressure is measured with a sphygmomanometer. Procedures are: 
O Fasten cuff of sphygmomanometer about either arm above the elbow and inflate 
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with the rubber bulb until the mercury column or the needle of the dial stops moving 
with the pulse (usually between 150 and 200 mm Hg). 
Ausculatory method. 

Place the stethoscope diaphragm or bell over the brachial artery, earpieces should 
point fonward. 

Release air slowly from the bulb and observe the mercury column fall or aneroid dial 
return to zero. 

Record as the systolic pressure the point on the gauge at which the sound of the 
pulse is first heard. 

Record as the diastolic pressure the level on the gauge at Which the sounds 
disappear. 
Palpation method. 
Release air slowly from the bulb and observe the mercury. 
Record the systolic pressure when the pulse is first felt in brachial or radial artery. 
Shock is the failure of the circulatory system to provide sufficient oxygenated red ceils 
and perfuse cellular tissue. 
Shock is caused by: 

Failure of the heart to pump sufficient blood. 

Severe blood or fluid loss so that there is insufficient blood for the heart to pump 
through the system. 

Enlargement of blood vessels so that there is insufficient blood to fill them. 
Breathing problems resulting in insufficient oxygen traveling through the system. 

Types Of Shock 

• Hypovolemic Shock (Blood Loss) 

• Respiratory Shock (Inadequate Breathing) 

• Neurogenic Shock (Loss of Vascular Control By The Nervous System) 

• Psychogenic Shock (Fainting) 

• Cardiogenic Shock (Inadequate Functioning Of The Heart) 

• Septic Shock (Severe Infection) 

• Anaphylactic Shock (Allergic Reaction) 

• MeUbollc Shock (Bodily Loss Of Fluid) 
Signs And Symptoms Of Shock Include: 

Restlessness and anxiety (these sicjns may precede all others). 

Weak and rapid (thready) pulse. 

Cold and clammy skin. 

Diaphoresis. 

Pale or mottled face. 

Breathing shallow, labored, rapid, possible irregular or gasping. 
Eyes dull or lusterless with dilated pupils. 
Marked thirst. 

Possible nausea or vomiting. 
Gradual and steady drop in blood pressure. 
Possible fainting in cases of rapidly developing transient shock. 
Decreased capillary refill. 
Signs And Symptoms Of Anaphylactic Shock 

The skin may burn, flush, itch or break out. The face and tongue may swell. 
Q Cyanosis may be visible around the lips. 

EI^C Breathing is difficult. There is a tightness or pain in the chest and persistent 

™ coughing. ^2 99 



Blood pressure drops and the pulse becomes weak or imperceptible. 
Faintness and coma may ensue. 
Emergency Cmr% 

Certain principles of initial treatment may be applied to all patients in shock: 
Secure a clear airway and administer a high percent of oxygen. 
Control bleeding. 

Elevate tower extremities if injuries to them do not make this inadvisable. 
Splint fractures. 
Avoid rough handling. 
Prevent LOSS of body heat. 

Keep the patient supine unless he is personally more comfortable in another 
position, 

Record blood pressure, pulse and other vital signs at S-minute intervals. 

Do not feed the patient or give him anything to drink. 
Note: The basic care for shock is to care for the whole patient to Prevent shock. 
Note: The only definitive treatment for anaphylactic shock is an injection to combat the 
agent causing the reaction. The patient may be stabilized with high percent of oxygen. 
The patient needs prompt transportation to a medical facility. The EMT may ASSIST an 
individual in administering medication (epinephrine) if allowed by State and local 
protocol. 

External Bleeding 

The loss of 1 liter of blood in an adult is serious and of 500 ml (V2 liter) of blood in a 
child and 20% of blood volume in an infant is serious. 
If uncontrolled, bleeding can result in shock and death. 
Types 

Bleeding from an artery spurts and is bright red in color because it is rich in 
oxygen. 

Bleeding from a vein is steady and is dark bluish-red in color. 
Blood oozes from a capillary and is simitar in color to venous blood. 
Procedures For The Control Of Bleeding 
Direct Pressure 

Direct pressure with the hand over the wound using a universal dressing cr gauze 
pad will stop most bleeding. 

The dressing should be held in place with a bandage. 

If the bleeding does not stop, additional pressure should be applied with the hand. 

Elevation may help control bleeding of an extremity. 

Large wounds may require packing with gauze. 
Pressure Points. If pressure dressings are not available, pressure points may be 
used to control severe bleeding in the arm or leg. 

The brachial artery is pressed against the bone to stop bleeding below the pressure 

point. 

The femoral artery is pressed against the pelvis to stop bleeding in the leg. 
Tourniquet: A Tourniquet is used in a severe emergency when other means will not 
stop bleeding. 

Tourniquets can damage nerves and blood vessels and result in the loss of an arm 
or leg. 

Splints: When a fracture is present, much damage is i aused to tissues by broken 
bones. 

Pressure splints and pneumatic counter pressure devices can aid markedly in 
23 iCO 
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controlling severe hemorrhage when massive lacerations of muscle and tissue and 
multiple fractures have occurred. 

Pneumatic counter pressure devices can also aid in shock control. 
Nosiibleads (epistaxis): can be serious enough to cause shock from blood loss. 
C«usM may include: 
Fractured skull. 
Facial injuries. 

Sinusitis, infections, abnormalities of the inside of the nose. 
High blood pressure. 
Bleeding diseases. 
Emergency Care procedures are: 
Pinch the nostrils or place a bandage between the upper lip and the gum and 
press. 

Keep patient in sitting position. 

Keep patient quiet. 

If available, apply ice over the nose. 

Note: Bleeding from the nose or ears may mean there is a skull fracture. This type 
of bleeding should not be stopped. 
Intemsi Bleeding 

Internal bleeding can result in severe blood loss and the patient may die of shock. 
A fractured 5^hatt of the femur can result in an internal loss of 1 liter of blood. 
Laceration of the liver can result in severe blood loss and be quickly fatal. 
Signs 

The signs of internal bleeding are those of hypovolemic shock. 
In addition the patient may cough up or vomit bright fed blood, vomit dark blood 
(the color of coffee grounds), pass dark stools, pass bright red blood, or have a 
tender, rigid abdomen that enlarges. 

The patient suffering from severe internal bleeding is a serious condition and the 
rescuer can do very little for him at the accident scene. 

If bleeding is suspected in an extremity, it may be controlled by a pressure dressing 

or by application of a splint. 

Fast but safe transportation to a hospital is a must. 

High percent of oxygen should be administered. 

Military Anti-Shock Trousers (MAST) or Pneumatic Counter Pressure Devices (PCPD) 
may be useful. 
Review Of Primary Patient Survey 

The procedures for the life-lhreatening survey are accomplished simultaneousiy. not 
sequentially. For example, the rescuer does not check for breathing first when he 
notices blood severely gushing from a wound. The EMT-A will feel, talk and observe. 
Note; The EMT-A should always check for medical identification symbols. 
Procedures: 
Level of consciousness 
Establish responsiveness 
Determine orientation 
Check pupils. 
Respirations 

Observe chest and feel for exhaled air at mouth and nose. 
O , Assess rate, quantity, quality. 

ERJC Don't forget the special case of the laryngectomee. 
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PulM 

Establish existence 
Assess rate and quality 
BlMdln9/Shock 

Observe for life-threatening external bleeding. 

Observe for indications of internal bleeding. 

Note: If there are multiple casualties, check each patient, stopping only to administer to 
those with life-threatening problems. The EMT-A should always check for medical 
identification symbols. 

Study Suggestions 1. Simulate and describe aloud the steps involved in taking blood pressure. When a 

sphygmomanometer and stethoscope are available, take as many blood pressure 
measurements on your friends as you can. 

2. Practice taking the pulse at the carotid, radial and femoral arteries. Practice on 
yourself and as many friends as you can. 

3. The patient's upper leg is crushed and blood is spurting from the femoral artery. 
Describe what you might do for the patient and why. 

4. The patient has SMStained a severe blow to the head. He is barely conscious and is 
bleeding from the nose and ears. Describe how you would care for this patient and 
why. 

5. The patient has several external bruib.3S, has vomited dark red blood and appears to 
be going into shock. Describe what might be wrong with the patient and what you 
might do for him. 

6. Perform as many examinations for life-threatening problems as you can. Use 
classmates or friends as "patients". As you perform the examinations, explain aloud 
what you are doing and implications of what you find. Simulate any actions you would 
take. 
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Terminology List for Lesson 7 
BLEEDING 

At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

Aspiration 

Blood volume 

Closed wound 

Clothing 

Cryotherapy 

Ecchymosis 

Ep is taxis 

Hemorrhage 

Hypovolemia 

Internal bleeding 

Perfusion 

Tourniquet 

Trauma 
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PRESSURE POINTS FOR CONTROL OF BLEEDING 




Reprinted from Hafen, Karren, Uber, Pre-hospital Emergency Care , Instructor's Guide. 
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Lesson 8 Test and Evaluation: 

Airway Care, Pulmonary Arrest, Cardiac Arrest, Bleeding and Sliock 



Introduction This lesson provides for interim evaluation student knowledge and skills. Each student 

completes a written examination designed to evaluate attainment of knowledge 
objectives specified for Lessons 1 through 7. Each student is evaluated on the skills 
taught in Lessons 1 through J. 

Objactiveft At the conclusion of Lesson #8, the instructor wilt have provided sufficient information. 

demonstration, and practice to the student, to ensure his/her ability to: 

—Pass a written test which evaluates knowledge objectives specified for Lesson 1 
through 7. 

—Pass a practical test to evaluate skill objectives with a minimum score of 70%. 
Note: Objectives contained within 3. 4, and 5 may be minimized as they should have 
been previously evaluated, however, a review of select material is recommended. 

Study Suggestions 1 . Review all material contained within lessons 1 through 7. 
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LeMon 9 R«view of Shock and Introduction to the Practical Application of 
Military Anti-Shock Trousers (MAST) or Pneumatic Counter Pressure 
Devices (PCPD) 



introduction 
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Uncortroiled shock can be fatad to the patient. The use of Pneumatic Counter Pressure 
Devices may prevent or correa cases of shock. This device can be dangerous and 
thorough training is therefore necessary. 

At the conclusion of Lesson #9. the instructor will have provided sufficient information. 

demonstration, and pracuce to the student, to ensure his/her ability to: 
—The student will be able to list 6 signs/symptoms of shock. 
—The student will be able to list the indications for Military Anti-Shock Trousers or 
Pneumatic Counter Pressure Device (PCPO) application inflation. 
—The student will be able to list the contraindication(s) for Military Anti-Shock 
Trousers (MAST) or Pneumatk: Counter Pressure Device (PCPD) application. 
—Given the Pneumatic Counter Pressure Device, a patient or manikin in the supina 
position, and a follow student as an assistant, the student will be able to 
demonstrate the procedure for the application and inflation of the MAST. 

Shock (Revtevt P 

Shock is a fc-ili^-ti of the circulatory system to provide sufficient drcuiation to every body 
pan. Cellule p^rtusion fails. 
Shock is caused by: 

Failure of the heart to pump sufficient blood. 

Severe blood or fluid loss so that there is insufficient blood traveling through the 
system. 

Enlargement of blood vessels so that there is insufficient blood to fill them. 
Breathing protrfems resulting in insufficient oxygen traveling through the system. 
Types of Shock 

• Hypovolemic Shock (Blood Lose) 

• Respiratory Shock (Insdequsts Brssthing) 

• Neurogenic Shock (loss Of Vsscutsr Control t»y The Nervous System) 

• Psychogenic Shock (Fainting) 

• Cardiogenic Shock (Inadequate Functioning Of The Heart) 

• Septic Shock (Sevsra Infection) 

• Anaphylactic Shock (Allergic Reaction) 

• Metabolic Shock (Bodily Loss Of Ruid) 
Signs And Symptoms Of Shock 

Restlessness and anxiety (these signs may precede all others). 
Weak and rapid (thready) pulse. 
Cold and clammy skin. 
Profuse sweating. 
Pale or cyariotic face. 

Breathing shallow, labored, rapid, possibly irregular or gasping. 
Eyes dull or lustertess with dilated pupils. 
Marked thirst. 

Possible nausea or vomiting. 
Gradual and steady drop in blood pressure. 
Possible fainting in cases of rapidly developing transient shock. 
Signs And Symptoms Of Ansphylsctic Shock 

The skin may burn, flush, itch or break out. The face and tongue may swell. 



Cyanosis may be visibia around the lips. 

Braaihing is difficult. There is a tightness or pain in the chest and persistent 
coughing. . 

Blood pressure drops and the pulse becomes weak or imperceptible. 
Faintness and coma nay ensue. 
Certain principles of initial treatment may be applied to all patients m shock. 
Secure a dear airway and administer oxygen. 
Control bleeding. 

Elevate tower extremities if injuries to them do not make this inadvisable. 
Splint fractures. 
Avoid rough handling. 
Prevent LOSS of body heat. 

Keep the patient supine unless he is personally more comfortable in anotner 
position. 

Record blood pressure, pulse and other vital signs a! 5-minute intends. 

Do not feed the patient or give him anything to drink. 
Note: The basic care for shock is to care for the whole patient to Prevent shock. 
Note: The only effective treatment for anaphyfactic shock is an injection to combat the 
agent causing the reaction. The patient needs prompt transportation to a medical 
faality. The EMT may Asalet an individual in administering medication (epinephnne) if 
allowed by State and local protocol. 

Military Antl*Shock Trousers <MAST) or Pneumatic Counter Preeeure Oevlcee 

(PCPO) 

Pneumatic Counter Preeeure Device Provides translocation of blood from the lower 
extremities and abdomen and increased penpheral resistance. 
It also provides direct pressure for bleeding tamponade in lower extremities and 
abdomen and peivis. 

It stabilizes fractures of pelvis and lower extremities. 
ImMcatlone for use 

Blood pressure less than 90 mm Hg systolic with other ciinicai signs and symptoms 
of shock. 

Open or closed abdominal injury with shock. 
Pelvic fractures with shock. 
Femur fractures with shock. 
Multiple trauma patients with shock. 
Shock tn a pregnant female Oegs inflated only). 
CPR (follow local and State prolocoO. 
Other cases when order by a physician. 
Pneumatk: Counter Pressure Devices MUST NOT be used in patients sutfenng from: 
Pulmonary Edema. 
Pulmonary edema is identified by: 

a) Fluid in lungs. 

b) Rales. 

c) Distended neck veins. 

d) Discussed in more detail in Leseon 19. 

All Pneumatic Counter Pressure Devfee appBcations on patients with a medical 
etiology must be preceded by checking tor Pulmonary Edema. 
The inflation of the pneumatk: counter p^^pmMH^6mnc% on patients with Pulmonary 
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Edema may result in rapid deterioration and death of the patient and should not be 
undertaken by the EMT. 

There may be other restrictions placed on the use of the Pneumatic Counter 
Pressure Device by local or State protocols: Know and follow ail restnctions. 
Inflation Procedures 

Place garment under patient by: 
Sliding up from feet or« 
Log rolling patient. 

They may be placed on lifting apparatus prior to patient. 
The top of garment at inferior margin of rib cage. 
Enclose left leg ano secure. 
Enclose nght leg and secure. 
Enclose abdomen and secure. 
Open stopcocks, 
inflate with foot pump. 
Check and record blood pressure. 
Stop inflation when: 
Blood pressure reaches 100 mm/systolic. 
Velcro "crackles" 
Pop off valves release 
Close stopcock and secure to prevent accidental deflation. 
Do Not Deflate the Pneumatic Counter Pressure Device in the field unless ordered by 
and under the airea supervision .^f a physician knowledgeable in EMS. 
It is a Dangerous procedure and requires that the blood pressure must be stabilizeo 
with I.V.'s first. 

Deflation of the pneumatic counter pressure device may take extended periods of time. 
Intravenous Fluid RasusclUtlon Is Not Consldsrsd To Bs A Baste EMT Skill. 

The EMT-A may be called upon to maintain an I.V. dunng a patient transfer, if 
allowed by protocol. 

Study Suggestions 1 . List the signs and symptoms of shock. 

2. Practice taking blood pressures on a vanety of individuals of differing height, weignts 
and physical conditions. 

3 List the signs and symptoms of Pulmonary Edema. 
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Terminology List for Lesson 9 
SHOCK 

At the completion of this lesson you should be able to define and use the 
following terms correctly. 

Allergic reaction 

Auto trans f us i on 

Cannula 

Constriction 

Contraindication 

Deflation 

Dilation 

Hypovolemic 

Infiltration 

Infusion 

N.P.O, 

Paralysis 

Shock 

Stabilizes . . 

Transfusion 

10.9 

ERIC 



9-5 



Lesson 9 
Shock Handout 



Signs/Symptoms : Restlessness , anxiety . 

Pulse - weak and rapid. 

Skin - cold, clanuny, pale. 

Respirations - shallow, labored, rapid. 

Pupils - dilated, dull. 

Blood pressure - falling and low. 

Feelings of patient - nausea, thirst, restless. 



Types: 



3. 



Hemorrhagic or Hypovolemic 
(Loss of body fluids) 



Respiratory 
(Inadequate breaithing) 



Neurogenic 

(Paralysis of blood vessels 
causing dilation and requiring 
more blood than available) 



Causes : 

Severe bleeding 

Severe burns (loss plasma) 

Dehydration in babies 

Causes : 

Severe chest injury 
Airway obstruction 
Diseased lungs 

Causes : 

Spinal cord injuries 



4. Psychogenic Shock (Fainting) 
(Nervous system reaction 
causing momentary vascular 
dilation - temporary inadequate 
blood supply to brain) 

5. Cardiogenic Shock 
(Inadequate heart function - 
damage to heart so it cannot 
move blood' throughout body) 

6. Septic Shock 

(Toxins dawage vessels - 
dilate - loss of plasma 
through walls). Generally not 
seen by EMTA. 

7. Anaphylactic Shock 
(Violent allergic reation) 



Metabolic Shock 
(Disturbances in body fluids 
and acid-base) 



Causes: 
Stress 
Excitement 



Causes : 

Heart attacks 
Heart disease 
Heart wound.<» 



Causes: 

Long hospitalization 
Serious injury o*: illness 



Causes : 

Injections 
Eating 

Stings and bites 
Breathing 

Causes : 
Vomiting 
Diarrhea 

Excessive urination 
Diabetes 
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Treatment of Shock: 

1. Airway established and maintained. Administration of oxygen. 

2. Control of obvious bleeding. 

3. Elevate lower extremities 12 inches if not contraindicated by other 
injuries . 

4. Prevent heat loss - blankets over and around patients. 

5. Splint fractures - relieves bleeding and pain. 

6. Handle gently and as little as possible. 

7. Take vitals every 5 minutes and enter in ambulance report. 

8. Keep patient NPO (nothing by mouth). 

9. Apply MAST trousers unless condition contraindicates . 
10. First priority - transfer as soon as possible. 



Ill 
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MAST/PASG PROTOCOL 



INDICATIONS 

1. BP less than 90 mm Hg with OTHER CLINICAL SIGNS OF 
SHOCK. 

2. Need to stabilize lower extremity or pelvic fractures. 

3. Control of bleeding large lower extremity lacerations. 



CONTRAININDICATIONS : 

ABSOLUTELY NOT TO BE USED with patients with pulmonary 
edema, congestive failure, cardiogenic shock, or traumatic diaphragmatic 

hernia. 



I. Application Guidelines: 

A. The inflatioh of the MAST/PASG should NOT delay the 
transportation of the patient. 

B. Deflation should never be attempted in the field (unless directed 
otherwise by medical control). 

C. Use medical control either through Standard Operating 
Procedures or on-line medical control (via voice contact). 

D. In a pregnant patient, inflate legs ONLY! 

E. The MAST/PASG may be applied but NOT inflated on any 
patient that might deteriorate while in transport to the hospital. 

F. THE PATIEhTT'S PHYSIOLOGICAL RESPONSE 
(INCLUDING BLOOD PRESSURE AND LEVEL OF 
CONSCIOUSNESS) IS THE SINGLE MOST IMPORTANT 
FACTOR IN DETERMINING CORRECT INFLATION 
PRESSURE AND THE END POINT OF INFLATION. 
GAUGE PRESSURE SHOULD NOT BE USED AT THE 
GUIDE TO CORRECT INFLATION PRESSURE OR AS 
THE END POINT OF INFLATION ! 



Bask Standard Operating Procedures • ADULT 

ERIC 112 



II. Application Pro*:edure: 

A. Primary survey and start oxygen per mask at 10-12 LPM. 

B. Secondary Survey. 

. C Use one of the standard application procedures of the 
MAST/PASG taking precautions to protect the spine or 
extremity injuries. 

D. If FEASIBLE and able to be done RAPIDLY, cut the patient's 
pants off and remove shoes. 

E. Wrap legs and abdomen snugly with Velcro straps. 

F. Attach the tubing to each of the three compartments and foot 
pump. 

G. Make sure valve stems are in the open position (in line with the 
tubing). 

li. Pump trouser up until one of the following occurs: 

1. BP rises to above 100 mm systolic. 

2. Velcro straps slip and/or pop-off valve releases. 

3. Trousers indent with firm pressure. 

I. U.K vn.u.nMMUnK m lillin^ < :.n In- a,m|.cns:.ttil lui ».> Unnii.g 
olf the valve to filled compaitnienls. 

J. Note the time of the MAST/PASG inflation. 

K. Monitor vital signs, especially the blood pressure, every five 
minutes until arrival to the ER. 

L DO NOT DEFLATE MAST! In the event that respiratory 
distress develops after inflation, contact medical control for 
further orders. 

M. Upon arrival to the ER, provide the nurse and/or doctor with 
the time of inflation and the vital signs before and after mflation. 



Batic Standard Operating Proeedurei . ADULT 
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History of Medical 
Anti-Sliocic Trousers 

The simplest form of stiock is that of syncope, or simple fainting. This " 
has been managed for many years by basic first aiders, simply by 
laying the patient down and raising the legs. Blood from the legs 
is drained back into the heart, brain, lung circulation so that the 
brain is resuppiied with oxygenated blood. Eschmark bandages 
are routinely utilized to squeeze blood from the extremity, prior to 
initiation of surgical procedures. 

With the development of high performance aircraft during 
World War II, it was possible to execute maneuvers which, in effect, 
intensified the force of gravity whereby centrifugal force drained 
blood from the heart, brain and lung circulation into the extremities. It 
was found possible to counteract this effect by wearing "Anti-Gravity 
Suits", which prevented this interference with blood circulation by 
external pressure. 

Subsequently, the concept was tested and evaluated in civilian 
pre-hospital care systems, stimulating the development of a variation 
of the Military Anti-G Suit known as MAST (Medical Anti-Shock Trouser). 
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Description of MAST 

MAST is a device designed to counteract internal bleeding and 
hypovolemia by the application of counterpressure around the legs 
and abdomen, producing an artificial peripheral resistance, and 
ensuring adequate coronary perfusion. 

Constructed in a trouser configuration. IvlAST is self-contained and 
can be applied quickly and easily Air chambers in the legs and 
abdomen, controlled by ball valves, can be inflated and deflated 
individually Each chamber is provided with an automatic relief 
prevents overpressurization. NO ADDITIONAL PRESSURE 
MONITORING EQUIPMENT IS NECESSARY. 

Some physicians prefer to monitor exact MAST Trouser pressure in 
certain situations. Pressure monitoring can be accomplished in two 
ways. One method employs the pressure gauge adapters supplied 
with each MAST, which provide for easy gauge hookup. To install 
simply remove each relief valve (3) and replace it with a 
gauge adapter. Standard hose and 

sphygmomanometers, as commonly used in 
hospitals, can then be used to monitor 
MAST pressure. 
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BEST COPY AVAILABLE 



The second method employs our MAST Pressure Monitoring 
Assembly. This optional accessory has many features which may be 
desirable in certain situations. 

The detailed description, function and installation procedure of 
this unit can be found under the heading: MAST Pressure Monitoring 
Assembly. 

The MAST unit encircles the legs and lower torso up to the rib 
cage; it does not enclose the feet. The abdominal and leg sections, 
fastened with velcro hook and loop closures, are inflated by a simple 
pump compressed by the foot, k lee, or hand. A small opening is 
provided in the groin area of the trouser, so that a catheter con be 
inserted without removing the garment. 

The Pedi-MAST, identical in design and operational characteristics 
to the Adult MAST, will fit childrer ranging from 46" to 58" in height 
and from 40 to 100 pounds in weight. 
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Principle 
of Operation 

The Medical Anti-Shock Trouser (MAST) 
applies a basic principle in o modern 
way. helping to cope with emergency 
situations that involve certain bleeding 
and low circulating blood volume 
(hypovolemia). 

The basic principle is the application of 
uniform external counterpressure to the 
body, creating an artificial peripheral 
resistance and decrease in internal 
transmural pressure. Thus, internal 
bleeding is arrested, external vascular 
space is minimized, and coronary 
perfusion is sustained. MAST is a 
self-contained, easy to apply unit and 
can be effectively put into operation on / 
the body by a trained team, in less than ; 
one minute. 
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MAST®Provides 
Important Benefits 

This device can prevent or reduce further loss of blood in areas of the 
body which previously could not be treated with uniform applied 
pressure, through the following: 

1 . By preventing pooling of blood in the lower portion of the body 
MAST converts an inadequate circulating blood volume to a 
possibly adequate circulation for the total body This minimizes the 
occurrence of irreversible damage (caused by the shock state) to 
the cardiac, central nervous, and other vital organ systems. 

2. Autologous transfusion or autotransfusion of the right type of blood 
is provided immediately. 

3. Both arterial and venous hemorrhage are arrested in minimal 
time. 

4. Coronary perfusion is mointoined. 

5. Veno puncture of vessel for IV fluid therapy is made easier as the 
cardio-vascular system is stabilized. 

The combination of preventing blood loss and directing blood to 
the most vital areas, has the effect of a transfusion of blood of the 
correct type. Stabilization of the patient is achieved, resulting in more 
orderly transport and more accurate classification of the patient, 
consistent with the degree of injury 

Also, as the blood supply above the diaphragm is increased, an 
additional advantage is that the volume of blood in the arms is also 
increased. This makes the starting of Intravenous Fluid Therapy much 
simpler; therefore, application of the MAST Trouser before attempting 
to start an IV is the preferred method of management rather than 
attempting to start IV fluids first. 
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Indications 
for Using MAST 

1 . Systolic pressure below 80 mmHg. Any patient with a systolic 
pressure below 80 mmHg. regardless of the cause C In 
cardiogenic shock caution must be exercised). A patient whose 
blood pressure is below 100 mmHg. systolic is also probably a 
candidate for its application. 

2. Suspected fractures of the femur and the pelvis. A fractured 
femur cannot be managed by other pneumatic splints because 
the joint above the fracture is not immobilized; however, with the 
pneumatic trousers both the joint above as well as the joint below 
the fracture are immobilized. They do not, however, immobilize the 
joint below a fracture of the lower \eg (ankle) and therefore must 
be accompanied by some other type of immobilization in tibia 
and/or fibula fractures. In a fractured pelvis, not only is the pelvic 
fracture stabilized but blood loss from such fractures is significantly 
reduced by the external application of pressure. 

3. Suspected Intro-abdominal hemorrhage. Hemorrhage is 
controlled initially by direct pressure. Intra-abdominal blood loss, 
such as a leaking abdominal aneurysm or a traumatized 
bleeding organ (aorta or vena cava, or a solid organ, spleen, 
kidney or liver), can be controlled by the application of the 
external pressure exerted by thetrouser 
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Contraindications and 
Precautions 

The consensus of physicians, who have conducted in-depth 
evaluation of the Medical Anti-Shock Trouser, is that MAST should not 
be used in the presence of frank pulmonary edema. Note: Local 
Protocols differ, therefore the decision to apply MAST should be 
contingent on accepted protocol, which may contraindicate its use 
in other circumstances, or mandate other precautions. 
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Preparation and 
Application of 
IVIAST" 

To be most effective, MAST should be applied as soon as possible. 
Application in the field permits stabilization and transportation in a 
controlled manner. In coses of external hemorrhage, direct pressure 
should be applied to the bleeding vessel. 

Little preparation is needed. MAST con be placed directly over 
open wounds or wounds that hove been dressed and bandaged. 
When there is severe damage to a limb and a tourniquet is required, 
MAST can be applied over it if the device that tightens the tourniquet 
does not interfere with the positioning of leg fastenings or air 
chambers. Angulated fractures must be straightened and manual 
traction must be maintained until MAST is pressurized and the 
splinting effect is assured. 
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Put the patient on the MAST 
face up (supine) so that the top 
of the garment will be just 
below the lowest rib. Align 
patient with spine line label. 




Wrap the right leg of 
garnnent around the patient's 
right leg and secure it with 
velcro strips. 



Wrap left leg of garment 
around the patient's left leg 
and secure it with 
velcro strips. 




Using the foot pump, inflate the 
trousers until air exhausts 
through the relief valves and/or 
the patient's vital signs become 
stable. Close the inflation/ 
deflation valves. 
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Removal of 
MAST® 



Once MAST is applied, you must resist any urge or request to lower 
the pressure to check bleeding wounds, or the position of dressings, 
bandages and splints. Deflating MAST before replacement fluids are 
running can cause Irreversible shock! When the patient has been 
transferred to the care of emergency department personnel, 
they will deflate the trousers gradually as fluids are infused. The 
deflation procedure is to reduce pressure slowly, beginning with the 
abdominal chamber. Allow a small amount of air to escape and 
check the blood pressure; when the systolic blood pressure drops 5 
mmHg., cease deflation and infuse IV fluids to return the pressure to 
within normal limits before resuming the deflation process. Reducing 
the pressure by increments while closely monitoring blood pressure 
will accomplish two major functions. First, it will allow replacement of 
the reduced blood volume. Second, It will restore circulation to the 
part of the body which has had a circulation deficiency. 

SUMMARY 

The indications for application of MAST are: 

1. Patients in shock with systolic pressure below 100 rp ^Hg. 

2. Patients with a fractured femur or fractured pelvis. 

3. Patients hemorrhaging in the lower extremities or abdomen. 

CAUTION 

MAST SHOULD NOT BE DEFLATED OR REMOVED UNTIL: 

1 . A physician is present and has taken charge of the patient. 

2. Fluids are available for transfusion. 

3. Anesthesia and surgical teams are ready for the patient (if an 
operation is necessary). 
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Lesson 10 

Soft Tissue Injuries 



Introduction Soft-tissue injuries will be frequently observed in accident situations. Proper care of 

wounds can control bleeding, prevent infection, prevent shock and aid in patient 
comfort and well-being. This lesson covers emergency care for wounds and includes 
practice in dressing and bandaging. 



Obiectivet 



At the conclusion of Lesson #10. the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

• List the layers of skin 

• List the 2 major functions of the skin. 

• List 4 major structures within the skin and state the function of each. 

• Describe 5 types of wounds and the emergency care of each. 

• Describe how to care for a patient with an amputation and the care of the 
amputated part. 

• Given a programmed patient, demonstrate proficiency in dressing and bandaging 
wounds of the following body parts: 

—top of head —neck 
—forehead —shoulder 
—ear —elbow/knee 
-cheek —arm/leg 
—jaw —hand/foot 

• Given a programmed patient, demonstrates proficiency in applying a pressure 
dressing. 

• Describe the care of wounds that would be considered unique to the pediatric 
patient. 

Overview Of The Skin 

Lesson Contents The Functions Of The Skin Are: 

Protection Of The Body and. 

Regulation Of Body Temperature. 
Layers Of The Skin Are: 

Epidermis, 

Dermis 

Subcutaneous Tissue. 
Closed Soft-Tissue Injuries 

Closed injuries may range from damaged tissue beneath the skin to severe internal 
bleeding. 

A contusion (or bruise) develops in the damaged tissue. 

When much tissue is damaged, blood may pool in the damaged tissue and a 

hematoma may form. 

Small bruises require no special care. 

For severe injuries, bleeding should be controlled by counter-pressure. 

If bleeding is associated with a fracture, splinting is indicated. 
Open Soft Tissue Injuries 
Types 

Abrasion Avulsion 
Laceration Puncture 

Procedures for care are: 
Control bleeding 

Immobilize the part and keep the patient quiet. 
Preserve avulsed parts. 
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Do not remove impaled objects. 
OrMsIng And Bandaging 
Functions to: 

Stop bleeding, 

Protect wound from further damage, and 

Prevent further contamination and infection. 
DRESSINGS are placed directly over the wound to control bleeding and prevent 
contamination. 

A bandage holds a dressing in place. It should be tight enough to control bleeding but 
not so tight as to interfere with circulation. 
To Apply A Prasaura Draaaing. 

Cover wound with bulky sterile dressing, 

Apply hand pressure over wound until bleeding stops. 

Apply firm roller bandage, and 

Check for bleeding and circulation. 

Study Suggestions 1 . Practice dressing and bandaging each of the body parts covered in this lesson. Use 

a classmate or friend as a **patient". 

2. Tape a small stick to your leg and practice bandaging an impaled object. 

3. Two of the patient's fingers have been severed— one is severed completely and one 
is hanging by a flap of skin. Describe how you would care for this patient. 

4. The patient has suffered a severe blow to the arm and a large lump has developed. 
What has happened? How would you care for this patient? 

5. You have dressed and bandaged a severe open wound of the leg. You suddenly 
notice that the bandage is soaked with blood. What would you do and why? 

6. You are about to move an unconscious patient whose arm has been bandaged. The 
hand is white. What would you do and why? 

7. Review the types of open wounds and be prepared to identify each from an 
illustration or simulation. Be prepared to describe or demonstrate how you would care 
for each wound type. 
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Terminology List for Lesson 10 
SOFT TISSUE INJURIES 

At the completion of this lesson, you should be able to correctly define and 
use the following terminology. 

Abrasi i 

Avulsion 

Bandage 

Bruise 

Contusion 

Dressing 

Hematoma 

Impaled object 

Laceration 

Penetration 

Perforation 

Puncture 

Sterile 

Wound 
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L«8Son 1 1 Principles of Muscuioskeietal 
Care and Fractures of the Upper Extremities 



Introduction Various typos of fracturos will be ancounterad in acctdant situations. Propar cara of tha 

fractura patiant wiii improva his racovary tima by pravanting or minimizing tha following 
compiications: damaga to musdas. narvas. blood vaaaata or skin tissua; rastriction of 
blood flow: axcasaiva blaading; pain: and avan paralysis. This lasson covars ganaral 
concapts of fractures and dislocations and indudes practice in immobiliztrrg fractures of 
the upper extremity. 

Obiactivaa At the conclusion of Lesson #11 . the instructor will have provided sufficient information. 

demonstration, and pracuce to the student, to ensure his/her ability to: 

• List the bones in the upper extremity. 

• List the bones in the lower extremity. 

• List the vertebrae groupings of the spinal column. 

• List the bones or bone groupings of the thoracvc cage. 

• List and define the two types of fractures. 

• List five classifications of fractures. 

• List 5 signs of fractures. 

• List 3 signs of dislocations. 

• List 3 signs of sprain. 

• List distinctions in fractures and fracture care for pediatric patients. 

• Oescrit)e the appearance of the extremity with each of the five classes of a fraaure. 

The Muacular Syatem 

Muscle IS a speaal form of tissue that contracts or shortens when stimulated and 
penults the body to move. 

Typea 

Voluntary (Skeletal) Muaclaa. Actions are under conscious control. 
Involuntary (Smooth) Muactea. Actions are not under conscious control. 
Cardiac Muacie. The heart is a special kind of involuntary musde with a very good 
blood supply and its own regulatory system. 
The Skeletal Syatem normally has 206 bones. It has the following functions. 
It gives form to the body. 
It supports the body and permits standing erect 

Muscles attached to the skeleton by ligaments permit motion at most places (joints) 
where bones join together. 
It protects body organs. 
The skull has two main divisions: the cranium arKi the face. 
The Spinal Columnt has 33 bones, called vertebrae, and 5 sections: 
Cervtcai spine 
Thoracic (Dorsal) spine 
Lumbar spine 
Sacral spine 
Coccygeal spirta 
The thorax is made up of: 
Twelve pairs of ribs. 
Twelve thoracic vertebrae. 
Sternum. 

The upper extremities are designed as follows: 

The upper extremities are attached to the shoulder girdle which is formed largely by 
the shoulder blade (scapula) and the collarbone (davicle). 
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lh% mm (shouktor to elbow) hat one bone known as the humerus. 

The forearm <elbow to wrist) has two boms: the radius on the thumb side and the 

ulna on the tittle finger side. 

The hand has many bones including those of the wrist and fingers. 
The pelvis and tower extremities are designed as follows: 

The pelvis is a bony nng formed by the sacaim and two peivtc bones. 

The lower extremity is attached to the pelvis at the hip joint. 

The upper teg (thigh) contains one bone kru^wn as the femur. 

The k>wer lag has two bones: the tibia in front and fibula in back. 

As with the Hand, the foot has many borm. 

The leg also has a bone at the kneecap known as the patella. 
General Concepts Of Fracturee And Olaloeattona 

A Fracture means a break in a bone. 

Basically; fractures are two types: 
Opeiit in which the skin has been broken. 
Cloaed, in which the skin has not been broken. 

Note: Both open and dosed fractures can result in serious blood loss. In addition 

open fractures have the danger of infection. 
Fractures may al^ be classified by appearance: 

Greenstick Spiral 

Transverse Comminuted 

Oblique Impacted 
Signs Of Fracturaa 

Oeforaitty. The arm or teg may be angled where there is no joint. 

Tendemeea. The point of the break may be tender or sore. 

Creplttis. If the patient moves, there may be a grating sound or sensation where the 

broken ends of the bone nib together. 

Swelling And DIeooloratlon. May not be apparent for several hours. 

Lose Of Use. The patient will not be able to move the limb or will do so with great 

pain. 

Expoeed Fragmenta. In open fractures, fragments of the bone may protrude 
through the skin. 

A Dislocation is the displacement of the bone ends that torn a joint. 

Any joint may be dislocated; those frequently dislocated are the shoulder, eloow. 

fingers, hip and ankle. 

Signs are similar to those for fractures, the most important being: 

Deformity of the joint. 

Pain or swelling. 

Loss of movement. 

A joint locked in a deformed position. 
A Sprain is a partial tear or stretching of a ligament. 
Signs are similar to those for fractures and dislocations except there are never 
protmding bone fragments and there is no deformity except swelling at a joint. 
Differentiating SIgna between fractures. disk)cations and sprains. The following 
signs can be used to diagnose a fracture or di^ocation. 

Fracture^an angle in an arm or leg where there is no joint. 

Fracture— an open wound with a bone or bone fragments protruding. 

Dislocation— a defomwty at a joint. ^ 
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Note: If the above signs are nai present but there is pain or tendemese or toet ol 
movement o< an extremity, it should be assumed that there is a fracture and the 
limb should be treated accordingly, 
navrtew Of Patient Examlnettoci 

As indicated previously, a patient survey is perfonned in two stages: an initial survey of 
life^hreatening profalema and a secondary sun«y of injuries not threatening to we. 
In the secondary survey, the EMT makes a head-to-toe examination of Jfj^J 
palpating and systematically obsen/ing for wounds and deformities. The smi-a asKs 
conscious patients if they feel pain or sensation. In unconscious patients. checK tor 
indications of pain, sensation. 

The EMT-A should always observe the accident scone and check witnesses to attempt 
to determine any mechanism of injury. 

The EMT-A should establish rapport with conscious patienl-identifyng seH. obtaining 
and using pauent's name, explaining intended movements and procedures, reassunng 
patient. 

Secondary Survey Proceduraa Are: 
Head. 

Observe for level of consciousness. 
Check mouth for foreign objects, bleeding. 
Check pupils. 
Observe for wounds. 
Feel gently for depressions in the skull. 
Check ears and nose for fluid or Wood. 
Neck. 

• Observe for cuts, bruises, deformities. 

Feel for arear of tenderness or deformities. 
Upper Extrair Mlea. 
Check jgr cuts, bruises, pain, deformities, unusual positions. 
Check for sensation and circulatipn. 

Ask patient if he can move arms, only if other procedures show no injury. 
Chest. 

Check for bwises. pain, deformities. 

Check that both sides of the chest expand normally upon inspiration. 
Back And Buttocka. 

Check for cuts, bruises, pain or deformities. 
Abdomen And Peh^la. 

Check abdomen for tenderness or rigidity. 

Compress pelvis gentiy. 
Lower Extremttlee. 

Check for cuts, bwises. pain, defonnities. unusual positions. 

Check for sensation and circulation. 

Ask patient if he can move his legs, only H other procedures show no injury. 
Medical Hlatory 
Check for tags, bracelets, etc. 
Vital signs. 
Question patient. 
General Princlplea Of Splinting 
Ppf^. The primary objective tor splining is to prevent motion of bone fragments or 

£tv v dislocated joints. - i 
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Good •mergency cart can decraasa hospital time and speed the patient's recovery 
by preventing or minimizing the following complications: 
Damage to musdes. nen/e$ or blood vessels caused by broken ends of bone, 
lutteration of the skin-^that is. a dosed fracture becomes an open fracture. 
Restriction of bk)od flow as a result of bone ends pressing against blood vessels. 
Excessive bleeding due to tissue damage caused by bone ends. 
Increased pain associated with movement of bone ends. 
Paralysis of extremities due to fractured spine— discussed in a subsequent lesson. 
Qenemi fUilee Of Splinting 
Remove or cut away dothing. 
Cover all wounds with a sterile dressing. 
Do not replace protruding bones. 

Note and record drculatk)n and neurological status distal to the injury before and 
after splinting. 

Straighten deformities near joint with gentle steady traction unless pain is significant 
or resistance to correction is encountered. 

Straighten an angulated fracture before splinting— use gentle traction. 

Correct neck and spine deformities only if necessary to maintain an open mrnay. 

Pad each splint carefully to prevent pressure and discomfort to the patient. 

immobilize the joint above and betow the fracture or the bone above and below a 

dislocation. 

Splint the patient BEFORE moving him. 

When in doubt, splint. 
Splinting The Upper Extremity 
For FniGturee Of The Clavlcle-'apply a sling and swathe. 
For Fracture Of The Scapula— apply a sling and swathe. 
For DIeloeatlone Of The Acromioclavicular Joint— apply a siing and swathe. 
For Anterior Dialocattona Of The Shoulder Joint— Place pillow or rolled blanket 
between area and chest, apply sling and swathe. 
For Fraeturee Of The Humerue, procedures are: 

Proximal End— apply sling and swathe or bind arm to trunk. 

Shaft— apply sling and swathe. 

DIatal End— apply siing and swathe or long-arm padded splint; check circulation. 
For DIelocatlona Of The Elbow Joint— apply siing and swathe or long-arm padded 
splirtt; check drculation. 

For Fraeturee Of The Proximal Ulna And Radlue-apply an atr splint, folded pillow, 
long-arm padded splint, or sling and swathe. 

For Fractures Of The Foreerm— apply an air splint or long-ami padded sptmt; apply 
siing. 

For Fraeturee Of The Wrtet— apply a bulky hand dressing and a padded board splint 
or air splint; apply siing. 

For DIelocatlona Of The Wriat— straighten gently: apply a bulky hand dressing and 
an air splint or long-arm padded splint; apply sling. 

For Fraeturee And Dlelocatlone Of The Hand And Ftngere-splint m position of 
function— place roll of gauze in palm; apply air or padded splint. 

1. Practice immobilizing the following fractures and dislocations. Use a classmate or 
friend as a ''patient". Where rigid splints are required, improvise if you do not have 
splints available. Be sure to pad all splints adequately. 



• Fracture of the davide. 

• Fracture of the humerus. 

• Fracture of the elbow. 

• Fracture of the forearm. 

• Dislocation of the shoulder. 

• Fracture of the hand. 

2 Practice performing an examination for fractures, dislocations and sprains. Use a 
dassmate or friend as a "patients As you perfomi the examination, descntxi aloud 
what you are doing and why. 

3. Review the types of fractures and be prepared to identify each from an illustration or 
Simulation. 



133 



11-6 



Lesson 11 



FRACTURES OF UPPER EXTREMITIES 



At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

Acromioclavicular joint 

Angulated 

Deformity 

Dislocation 

Extremity 

Fracture 

Ligaments 

Palpate 

Protruding 

Sling 

Splint 

Sprain 

Swathe 

Tendons 

Traction 
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SKULL 



SHOULDER GIRDLE 
(Anterior-Posterior) 



CERVICAL VERTEBRAE 



THORAX 
(Rib Cage) 



UPPER 
EXTREMITY 




NUMEROUS 
ELBOW 
RADIUS 

ULNA (forearm) 



HAND 

DIGITS 
(Fingers) 



PELVIS 



ANKLE 
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Types of Fractures 




Closed (simple) fracture— No open wound ^P^n (compound) fracture— Wound 

skin communicates with fracture 



Creensfick fracture— Bone broken, bent 
but sllll securely hinged at one side 
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Transverse fracture — Break runs across 
bone 




Oblique fracture- Break runs in slanting 
direction on bone 




Spiral fracture — Break colls around bone 
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wedged mto other break 
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Lesson 12 

Fractures of the Peivis, Hip and Lower Extremities 



Introduction Fractures of the femur can result in severe blood toss. Fractures of the pelvis can result 

in injuries to internal organs with resultant btood toss and shock. Proper care of all 
fracture patients will improve their recovery timr and minimize additionai damage to 
injured tissues. 

Ob|ectiVM At the condusion of Lesson #12, the instructor will have provided sufficient information, 

demonstration and practice to the student, to ensure his/her ability to: 

—Demonstrate correct application proficiency in the use of the following splints: 
—Sling and swathe —Padded board 
—Wire ladder splint —Pneumatic counter pressure device 
—Traction splint —Pillow splint 

— Airspiint-arm/!eg —Improvised splint 

—Demonstrate proper immobilization techniques for fractures/dislocations of: 
— davide —shoulder 
—humerus —elbow 
—arm —wrist/hand 
—pelvis —hip 
—femur —knee 
—leg —foot 

Ovorview Of Fractures Of The P%M% 

LMOon Contents When the pelvis is fractured the patient complains of pain. Pain is felt when sides of the 

pelvis are compressed. 

The patient should be transported on a long spine board, scoop stretcher or pneumatic 
counter pressure device. 

Shock may result and must be treated since blood loss can be severe. There may be 
injuries to organs of the genitourinary system. 
The Hip 

Dtslocstlons Of Ths Hip. 

Antsrior DIslocstton. The thigh is stretched out from the side of the body, lies flat 
and IS externally rotated away from the tX3dy. 

Postsfftor Oislocstion. The knee is typically drawn up and the thigh is rotated 
inward toward to body. The patient may be unable to raise his toes or his foot if the 
saadc nen/e has been damaged. 

Emsrgsncy Cars Procsdurss. The dislocated limb should be supported by pillows 
or roiled blankets and long straps. The patient should be transported on a rigid 
stretcher. 
Fractures Of Ths Hip. 

The patient will usually lie with the toot turned outward. The leg may appear to be 

shortened although there is sometimes no deformity. 

Shock may result since blood loss can be severe. 

Emsrgsncy Cars Procsdurss. Application of traction splint. Adequate 

immobilization can be obtained by plaang pillows or folded blankets between the 

legs and tying the legs together. 

Pnsumstic Countsr Prsssurs Dsvlcs. f^ay be useful in the splinting of hip 
fractures. 

Fractures Of Ths Shaft Of Ths Fsmur. 

There is often marked deformity. The leg below the fracture will be severely angulated 
or rotated. Fractures are often open. 

Shock may develop as there will be a large blood loss whether the fracture is open or 
closed. Circulation in the foot may be impaired. 
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EfiMirgMcy Cmr% ProctdurM. The leg should be gently straightened and immobilized 
with a traction splint. 
Infuries About The KnM. 

With a sprajn swelling, tenderness and loss of function may be apparent. The leg 
should be gently straightened and a long-leg rigid splint applied. All suspected sprains 
should be splinted with a long-leg rigid splint or air splint. 

With A Dislocation. Oeformtty is grotesque. Circulation tn the foot may be impaired. 
The deformity should be straightened. The leg should be immobilized with a traction 
splint (no traction), a rigid long*leg splint, an air splint, or pillow or blanket splint. 
The EMT should never force a deformity straight and should never straighten a 
deformity if it causes increased pain to the patient. - 

With Fractures.. There is usually much pain and swelling and there may be significant 
deformity. Circulation in the foot may be impaired. The deformity should be gently 
straightened, and a splint applied as for dislocations. 

In Oislocstlon Of Ths Pstslls the knee is usually flexed and the patella is displaced 
laterally. The leg should be gently straigntened. The leg should be immobilized in a 
long-teg splint or air splint. 
Fractures Of Ths TIbis Or Fibula Shaft. 

The leg may be severely deformed. Fractures of the tibia are frequently open. 
Circulation in the foot may be impaired. The deformity should be gently straightened. A 
traction splint, long-leg ngid splint or air splint may applied, 
injuriss About Ths Ankis. 

There may be severe deformity. It will probably not be possible to differentiate between 
a dislocation and a fracture. Deformities snould be gently straightened. A long- or shon- 
leg rigid splint, air splint or pillow splint should be applied. 
Fractures Of Ths Foot. 

There is usually pain and swelling. A spine injury should be suspected if heel pain is 
associated with back pain, or a fall from heights. The foot should be immobilized in a 
rigid short-leg splint, air splint or pillow splint. 

Study Suggestions 1 ■ Working with a dassmate. or alone, as appropriate, practice immobilizing the 

following fractures arid dislocations. Use a classmate or friend as a "patient". When 
rigid splints are required, improvise if you do not have splints available. Be sure to oad 
all splints adequately. 

Fracture of the hip. Fracture of the tibia. 

Fracture of the femur. Fracture of the ankle. 

Dislocation of the knee. 
2. Review the signs of fractures and dislocations of the pelvis, hip and lower extremity 
and be prepared to identify each from an illustration or simulation. 
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Lesson 12 
FRACTURES OF LOWER EXTREMITIES 

At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

Distal 

Immobilization 
Localized pain 
Patella 
Pelvic girdle 
Proximal 
Shaft 
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Lesson 13 

Practical Lab: Fracture Care of the Upper and Lower Extremities 



introduction 



Obi0ctiv«t 



Study Suggestions 



This lesson is designed to provide you with the opportunity to attain proficiency on all 
practical skills covered in the two previous lessons. Proper care of fractures will reduce 
pain and suffering of patients and prevent further injury. 

At the conclusion of Lesson #13, the instructor will have provided sufficient information, 
demonstration and practice to the student, to ensure his/her ai3ility to: 
« Demonstrate the correct application of the following splints: 

—Sling and swathe —Padded board 

—Wire ladder splint —Pneumatic Counter Pressure Device 

—Traction splint —Pillow splint 

—Airsplint— arm/leg —Improvised splint 

• Demonstrate proper immobilization techniques for fractures/dislocations of: 

—Clavicle —Shoulder 

—Humerus —Elbow 

—Arm —Wrist/hand 

—Pelvis —Hip 

—Femur —Knee 

—Leg —Foot 

1 . Working with classmates, practice the use of: 

Sling and swathe. Padded board splint. 

Wire ladder splint. Pneumatic Counter Pressure Device. 

Traction splint. Pillow splint. 

Air splint— Arm/leg. Cardboard splint. 

2. Complete a primary and secondary survey on a simulated patient and identify 
simulated fractures. 

3. List the signs and symptoms of fractures, dislocations and sprains. 
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Lesson 14 

Injuries of the Head, Face, Eye, Neck and Spine 



Introduction 



ObloctlvM 



ERIC 



Ov«rvi«w Of 
LMSon Contmta 



Hatd injuries can result in brain damage, spine injuries in paralysis, and face and neck 
injuries in severe ain^ray difficulties. It is espeoaiiy important that the rescuer t>e 
kno^vtodgeabie about the signs, seriousness and management of these patients. The 
lesson includes student practice in immobilizing patients with suspected spine injuries on 
both short and long backboards. 

At the conclusion of Lesson #14, the instructor wiH have provided sufficient information, 
demonstration and practice to the student, to ensure his/her ability to: 

• Describe how brain is protected from injury. 

• List functions of central nervous system. 

• List functions of peripheral nen/ous system. 

• List functions of autonomic nervous system. 

• State function of cerebrospinal fluid. 

• List 4 types of brain injury and how they occur. 

• List 3 types of intracranial hematoma and how they occur. 

• List 5 signs/symptoms of possible brain injury. 

• List 3 signs/symptoms of possible skull fracture. 

• Descrit>e treatment for blood and/or cerebrospinal fluid loss of nose/ears. 

• Ust steps in emergency care for patent with suspected skull fracture. 

• Describe treatment for suspected brain injury. 

• Ust steps in emergency care for soft tissue neck/fadal injury. 
5^ List 6 signs/symptoms of suspected neck/spine injury. 

• Demonstrate how to open airway in patient with suspected neck injury. 

• Demonstrate how to evaluate conscious patient with suspected sp<nal injury. 

• Demonstrate how to evaluate unconscious patient with suspected spinal injury. 

• List 3 situations when a spinal injury should be suspected. 

• Demonstrate proper cenncal traction. 

• Demonstrate proper application of 3 (1 improvised) cervical immobilization devices. 

• Demonstrate proper short spine board immobilization technique. 

• List steps in proper spinal cord injury management. 

• Demonstrate 4 person lift for patient with suspected spinal in)ury. 

• Demonstrate 4 person log roll for patient with suspected spinal injury. 

• Demonstrate proper application of long spine board. 

• Demonstrate how to "package" a patient with a suspected spinal injury to ensure no 
movement with board turned/tipped. 

• Demonstrate proper helmet removal techniques. 

• Ust three instances when a short spine board should be used. 

• Ust 7 anatomical structures of the eye and desaibe the function of each. 

• Ust the possible normal/abnormal pupil reactions/size. 

• Describe the treatment for chemical burns of the eye. 

• Describe the treatment for thermal burns of the eye (lid). 

• Describe the treatment for light burns of the eye. 

• Demonstrate the proper bandaging technique for an eye with an impaled object. 

• Describe treatment for a lacerated eyelid or eyeball. 

• Desaibe special corwderations for patients with contact lenses. 

The Nervous System consists of the brain, spinal cord, and nen/es. 

The Brain is the controlling organ of the body and the center of consciousness. It 

occupies the entire space within the cranium. Each type of brain cell has a speafic 
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function and certain parts of the brain perform certain functions. 

Thm Spinal Cord consists of long tracts of nerves that jan the brain with all body 

organs and pans and is proteaed by the spinal column. 

Sensory nerves serxl information to the brain on what the different pans of the body are 
doing relative to their surroundings. 

Motor nerves emanate from the brain and result in stimulation of a musde or organ. 
iniuriM To The Spine 

It is especially imponant to provide proper care for patients with suspeaed spinal 
injuries since damage to the spinal cord can result in paralysis or death. 
All unconsaous acadent patients should be treated as if they had spinal injuries and ail 
consaous patients should t>e carefully checked for 3pine injuries prior to movement. 
Accident patients with weakness or numbness of arms or legs must be assumed to 
have spine injuries. 

The following signs may be indicative of spinal cord injury: 
Pain. The patient may be aware of pain in the area of injury. 
Tendemesa. Gently touching the suspected area may result in increased pain. 
Painful Movement. If the patient tries to move, the pain may increase— never try to 
move the injured area or the patient. 

Defonnlty. Oefomity is rare although there may be an abnormal bend or bony 
prominence. 

Cuta And BrulsM. Patients with neck fractures will have cuts and bruises on the 
head or face. Patients with injuries in other spine areas will have bruises on the 
shoulders, back or abdomen. 

Paraiysla. If the patient is unable to move or feels no sensation In some part of his 
body, he may have a spinal fracture. 
Stepa For Checking SIgna And Symptoma 
in Conacioua Patlenta Procoduroa Aro: 

Aak— what happened, where does it hurt, can you move your hands or feet, can 

you feel me touching your Hands (feet)? 

Look— for bruises, cuts, deformities. 

Feei— for areas of tenderness, deformities. 

Have Patient Move--if he can do so comfortably. 
In Unconacioua Patlenta Procoduroa Arm: 

Look— for cuts, bruises, deformities. 

Feel— for deformities. 

Aak Others^what happened? 
Compilcatkma Of Spine injury 

Persons with neck injuries may have paralyzed chest muscles. Breathing can then 
be accomplished only by the diaphragm. Inadequate breathing and shock may 
result. 

Paralysis of the nerves affecting the size of blood vessels may occur and shock may 
result. 

Emergency Care Proceduree For Spine ln)ury 

In addition to canng for life-threatening problems, the most important consideration 
tor a victim with a suspected spine injury is to immobilize him BEFORE moving. 
Unless It is necessary to change a patient's position to maintain an open airway or 
there is some other compelling reason, it is best to splint the neck or back in the 
original position of deformity. 

Patients with suspected spine injuries will require immobilization on a spine board or 
other device. 1 4^ 
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A helmet should be removed unless thece is difficutty in removing it. or incretMd 
pain, in such instances, the paitent should be immobilized on the spine board with 
the helmet in place. 
Inlurtee To The SkuU And Brain. 

Fractures of the skull are common in acddert victims. Their seriousness depends on 
the amount of injury to the brain. Serious brain injury is much more common when 
there is not skull fracture. 

Skull fractures may be open or closed. They may also be: 

• Uneer 

• Comminuted 

• Oepreeeed 

• PenMsted Skull 

• Or Baeal 

The brain and spinal cord are protected by layers of tissue filled with a liquid called 
cerebrospinal fluid which may drain from the ears or nose in the event of skull 
fraaures. Do NOT uttempt to stop bleeding from the nose or ears when a skull 
fracture is suspected. 
Signs of a skull fraaure include: 
Deformity of the skull. 

Blood or dear fluid (cerebrospinal fluid) draining from ears or nose. 
Black eyes. 

A Concuaaton is a temporary loss of function for some or ail of the brain; signs are: 

PaUent may be confused or staggering or become totally unconaous. 

Patient may have some toss of memory for events surrounding the accident. 
A Contusion is bleeding and abnormal swelling of brain tissue; signs are: 

Patient may tose consciousness. 

Paralysis may be present. 

One pupil may dilate. 

Vital signs may progressively deteriorate. 
A Cerebnl Hemetoma is caused by blood dots causing pressure on brain Ussues. 
Signs are the same as those for contusions. 
Care for patients with suspected head injuries require management of the injury as well 
as repealed evaluation over time. Procedures are: 

Correct life-threatening problems— maantain respiration and arculaiion. 

Suspect a cervical or other spine injury in vehicular accidents and falls. 

Control bleeding— not drainage. 

Dress and bandage open wounds— minimize pressure. 

Position according to assodaied injuries: 

Prcttect patient from hurting himsett If he convulses. 

Monitoring The Unoonedoue Pttlent 

Unconsdous patients need special management and constant evaluation from contact 
to delivery at the medical fadiity. 

First and foremost is airway support. The sem^prone position should improve breathing 
Sertoue Bleeding Must Bo Controilod. 

Cervical Spine Injury must be assumbd and immobiliiations must be completed for 
any unconscious trauma patients. 

Accurate recording of vital signs induding level of consaousness is necessary to 
provide baseline data. 149 
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IniuriM To TIM FaM And N«ek 

Th« face and scalp are richty supplied with arteries and veins and wounds of these 
areas bleed heavily. 

Control by direa pressure. For cheek wounds, it may be necessary to hold a gauze 
pad inside the cheek as well as outside. 

Suspect brain or neck injuries for any wounds of the head. 

Check the mouth carefully tor any loose objects, such as broken teeth that might 

impair the ainway. 

Check carefully for bleeding into the mouth or throat that might impair the airway. 

Cover exposed nerves, tendons, or blood vessels with a moist bandage. 
The main danger of taaal features lies in airway problems. Bone fragments and 
blood may obstruct the ainway-check the ainway carefully. 
Emergency care is the same as for soft tissue injuries, that is. maintain the ainway. 
control bleeding, and dress and bandage open wounds. 
Emergency Care For Neck Wounds 

Control arterial bleeding by direct preKure. 

If a large vein is torn, apply pressure above and below the point of bleeding to 
prevent air from entering the circulatory system-the latter could be rapidly fatal. 
Always suspect a cen/ical spine fracture. 

For laryngeal and tracheal injury, the patient should be kept calm and breathing slowly. 

Oxygen should be administered. If breathing becomes increasingly more difftcutl. 

transport immediately as advanced ainway care wUI be necessary. 

Helmet Removal 

May be necessary to property immobilize or maintain airway; procedures are: 
Remove with caution. 

One EMT-A maintains in-line traction from below. 
The straps are loosened. 
A second EMT-A assumes traction. 
The first EMT-A removes helmet, spreading at the ears. 
The first EMT-A replaces traction with more stable and conventional methods. 
The Eye is a globe. 

Parts of the eye include: 

Vitreous humor. Sclera. 
Iris. Con)unctiva. 
Pupil. Eyelids. 
Cornea. Tear glands. 

The Puplla Of The Eye Are Conaldered To Be A Vital Sign. Pupils can be: 
Dilated. Unequal 
Constricted. Rxed. 
Signs of injuries to the eye include: 
Swollen or lacerated eyelids. 
Bloodshot eyes. 
Scratched cornea. 

Small foreign bodies can be removed by a cotton-tipped applicator. Small bodies on 
the cornea should not be removed. 

Impaled objects are not removed. The eye should be covered with a papercup/cone c 
eye shield and bandaged. Both eyes should be covered to minimize movement. 
Chemical Bums of the eye are serious: they should be copiously (lushed with water 
before bandaging. « f> 
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In tht case of Burned Eyeiids» the eye should be covered with a sterile moist 
dressing. 

For Uceretions And Contuelone— pressure may be applied to contrd bleeding; do 
not apply pressure to the eyeoail ttselt. 

For an Extruded Eyebeitt the eye should be gently covered with a moist dressing: do 
Not replace eyeball. 

1. Practice immobilizing the neck with a cervical collar or blanket. Use a classmate or 
friend as a "patient". 

2. Practice examining a conscious patient for spine injury. Use a classmate or fnend as 
a "patient'*. 

3. Describe how you would examine an unconsaous patient for spine injury. 

4. An unconsaous patient is slumped over the steering wheel. He has multiple bruises 
about the face and blood is draining from his nose. Discuss what might be wrong with 
the patient, how you would examine him. and how you would care tor him. 

5 The unconscious motorcycle rider ts lying on his back in the road. You have 
examined him. and in addition to a closed fracture of the fibula, he appears to have a 
cervical fracture. Descnbe how you would care for the patient. 

6. In examining an unconscious victim with severe facial injuries, you note that the pupil 
of one eye is dilated. What might you suspect? 

7. The unconscious patient has a fractured jaw. What would you check for and why? 

8. Complete a neural watch chart on a simulated patient. Be prepared to discuss your 
patient and what the findings on the chart suggest. 

9 The patient has multiple bruises about the face and neck, is having severe breathing 
difficulties and is unable to speak. What might you suspect is wrong wrth the patient 
and what would you do to care for him? 

10. Practice dressing and bandaging an eye with an extruded eyeball. Use a 
classmate or friend as a "patient**. 

11, Practice removing a helmet without moving the cen/ical spine. 



151 

49 



14-6 

Lesson 14 

INJURIES TO HEAD. FACE. EYE. NECK AND SPINE 

At the completion of this lesson, you should be able to define and use the 
following texnns correctly. 

Amnesia 

Concussion 

Contusion 

Convulsion 

Deformity 

Depressed fracture 

Diaphragmatic breathing 

Equilibrium 

Hematoma 

Impaired 

Paralysis 

Priapism 
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Information and Instructions For Use of K.E.D. 

KENDRICK EXTRICATION DEVICE 



(A) The IC.E.O. is a primary device. of extrication equipment 
The Kl.O. is used most often for removal from vehicles of sitting 
patient s with cervical spine injuries. It is also useful in removing 
patients in awkward positions from confined spaces. 

\ (B) Following application of a cervical collar (Fig. 1) the K.E.O. 

i IS positioned behind the sitting patient by sliding the body por- 
tion of the K.E.D. (smooth side toward the patient) far enough so 
that when the device is tipped upright, the head portion clears 
the top edge of the doooA/ay. Patient is centered within the K.I.D. 
(Fig. 2) An alternate method is to slide the K.E.D. behind the 
patient from the opposite side of the vehicle. 



(C) The legs straps are pulled down and clear of the device at 
this time. It is important to pull the K.I.D. up snuggly under the 
patient's armpits so that the weight of the patient is suspended 
and there is no sagging downward when the patient is lifted. 



(D) The bottom chest strap is fastened first and snugged up. 
The middle chest strap Is fastened next and snugged up THE TOP 
CHEST STRAP REMAINS UNFASTENED AT THIS POINT 



(E) The leg straps are passed UNDER the patient's, legs. 
cro3sed at the crotch and connected to the fastener on the 
opposite side of the device. (Fig. 3a). Leg straps are snugged up 
at this point. (In the event of a groin Injury, the straps may be 
passed AROUND the legs and attached to the some s'des as 
straps originated.) (Fig. 3b). 



CHEST STRAPS 1 • TOP 
2 - MOOLE 3 - BOTTOM 

4 • LEG STRAP FASTENER 
6 ■ LEG STRAP 

6 ■ ARMPIT HANDLE 

7 - 1" VELCRO FASTENERS 




HG. 1 




(F) The patient's head Is secured to the K.E.D. by the use of 
Velcro head and chin straps. The top chest strap stiould be fas- 
tened and snugged at this point. All other straps should be 
checked for snugness. 



HQ 2 



153 



14-8 




(G) The patient may now be lifted out of the vehicle by two 
attendants grasplno the hondle$ of the device under ttie 
patient's armpits with one hand while locking their other hands 
hlQh under the patlenrs thighs. (Fig. 4) When patient Is removed, 
release tension on the top chest strap for more comfortable 
breathing. 



MEDI«KED • 



MEDl ' KED. INC. 

8402 N. MAGNOLIA. SUfTE I • SAt>JTEE, CA. • 92071 • (714) 449-7264 




(H) Emergency medical techni- 
cians with their basic knowledge are 
expected to use Ingenuity and com- 
mon serue to rnake the fit the 
occasion, as few accidents or 
patient positions ore exactly alike. 
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The Vertebral Column 
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Thoracic 
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Lumbar 
Region 
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Region 



Occipital Bone 



Transverse 
Process 



Intervertebral 
Disc 

Vertebral Body 
Rib 
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Sacrum 



Mandible 
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Anterior 



Posterior 
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Plexuses of the 
Central Nervous System 



^Cervical Plexus 



Brachial Plexus 



/ 




Lumbar Plexus 



Sacral Plexus 



Coccygeal 
j Plexus 
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Lesson 15 Practical Lab: 

Patient Assessment and Spine immobilization 



Introduction 



OblocilvM 



Study SuggMtlont 



Proficiency at spine immobilization is critical to prevent paralysis or death in victims of 
trauma. The skills required are difficult and must be practiced frequently. 

At the conclusion of Lesson #15, the instructor will have provided sufficient mformaiion. 
demonstration and praaice to the student, to ensure nis/her ability to: 

• Demonstrate primary/secondary survey in both conscious and unconsaous patient 
(to include neurocheck). 

• Demonstrate how to open ainway m patient with suspected neck injury. 

• Demonstrate how to evaluate the neurological status of a conscious patient with a 
suspeaed spinal in)ury. 

• Demonstrate how to evaluate the neurological status of an unconscious patient with 
suspected spinal in|ury. 

• Demonstrate manual cervical traction. 

• Demonstrate the application of 3 (1 improvised) cervical immobilization devices. 

• Demonstrate short spine board immobilization techniques. 

• List steps in spinal cord injury management. 

• Demonstrate 4 person lift for patient with suspected spinal injury. 

• Demonstrate 4 person log roil for patient with suspected spinal iniury. 

• Demonstrate the application of a long spine board. 

• Demonstrate how to "package" a patient with a suspected-spinal injury to ensure no 
movement when turnedAipped. 

• Demonstrate helmet removal techniques. 

• Demonstrate proper application techniques of spinal immobilization including: 
immobilization with chin strap, immobilization of joint above and below fracture and 
immobilization of body prior to head and neck. 

1. Working with classmates, practice: 
Manual cervical traction. 

The application of cervical immobilization devices, including: Short spine board 
immobilization techniques. 4 person log roll for patient with suspected spine injury. 
The application of a long spine board. Packaging a patient so board can be turnea 
onto side. Helmet removal techniques. 

2. Complete a pnmary and secondary sun/ey on one or more simulated patients and: 
Demonstrate opening an airway when neck injuries are suspected. 

Evaluate neurological status of a conscious and unconscious patient with suspected 
spinal injury. 
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Lesson 16 ^ ^ 

in)uries to the Chest, Abdomen and Genitalia 



Introduction 



ObJocttvM 



Ov«rvi«w Of 
Lasaon Contonts 



ERIC 



iniunot to the chest and abdomen can be life-threatening if internal organs are injured. 
Recoaniang the potential seriousness of these injuries and providing appropnaie care 
can make the patient more comfortable, minimize the extent of damage, and possibly 
save his ttfe In addition to knowledge of causes, signs, dangers and techniques of care 
for injuries to these body parts, the lesson includes practice in dressing and bandaging 
chest wounds as weU as practice in performing a complete patient examination. 

At the conclusion of Lesson #16. the inslmctor will have provided sufficient information, 
demonstrauon. and practice to the student, to ensure hismer ability to: 

• Ust the boundaries of the (thoracic) chest cavity. 
• • List the contents of the chest (thorack:) cavity. 

• List the 2 classificatk>ns of chest injunes. 

• Ust 4 signs/symptoms and describe emergency treatment for: 
—pneumothorax — ci\BSX 
—hemothorax —subcutaneous emphysema 
-tension pneumothorax -^pen pneumothorax (sucking chest wounds) 
—pericardial tamponade —traumatic asphyxia 

• Ust the boundaries of the abdominal cavity. 

• List the contents of the abdominal cavity. 

• Describe compticationsAmplications arising from injury to each abdominal organ. 

• List 10 possible signs/symptoms of abdominal injury. 

• Demonstrate assessment of patient with abdominal injury. 

• Describe care of patient with abdominal evisceration. 

• Describe care of patient with impaled object in abdomen. 

• Describe care of patient with blunt abdominal injury. 

• Ust the components of the external male genitalia. 

• Ust the components of the extendi female genitalia. 

• Describe emergency care of injuries to external male genitalia. 

• Describe emergency care of injuries to external female genitalia. 

• Ust local procedures for dealing with sexual assault victims. 

The Cheat 

The rib cage includes tt e ribs, the thoracic vertebrae, and the sternum. 

The ribs are connected to the vertebrae in back and all but two are connected to 

the sternum in front by cartilage. 

The rib cage encloses the lungs and heart, and damage to the ribs can result in 
damage to these organs. 
Injurtee 

Signs of chest injuries: 

Pain at the site of injury. 

Pain with breathing. 

Dyspnea. 

Failure of one or both sides of chest to expand normally with inspiration. 
Coughing up k)lood. 

Rapid weak pulse and low blood pressure. 

Cyanosis* ^ . 

General Principles 01 Care include control of bleeding and maintaining breathing and 

adequate oxygenation. 
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TypM Of InJurtM. injuries to the chest indude rib fractures, penetrating injunes, and 
injuries to the internal chest organs (heart and lungs). All. of course, may occur 
together. 

Rib FfMturM 

A common finding of rib fracture is locaitzed pain. 

Simple fractures should not be bound, strapped or taped, although: 

With multiple fractures, the patient may be more comfortable with the arm strapped 

to the chest with a swathe. 
A FlaH Cheat occurs when each of three or more ribs is broken in two places, the 
resultant portion wiU not move with the rest of the rib cage when the patient 
attempts to breathe. ImmotMlizing the ribs may improve respirations. 
Penetrattng Wounds consist of open chest wounds in which the chest wall is 
torrwtypicaily by a foreign object. 

The wound must t>e dosed quickly since it can result in air outside the lung in the 

chest cavity. 

Compreaaion injuries can increase intrathoraac pressure, cause rib fractures, a 
flail chest, and traumatic asphyxia. 
Chest injuries may result in the following conditions: 

Pneumothorax— air enters the chest cavity through a sucking wound or leaks from 
a lacerated lung. The lung caruK>t expand. 

Spontaneoue Pneuinothonut*-air leaks into the chest from a congenitally weak 
area in the lung surface arKl the lung collapses. 

Tenalon Pneumothorax— air continuously leaks out and the lung coilapsas 
completely. Pressure nses and the collapsed lung is forced against the heart and 
other lung. Release ol a bandage on a chest wound may be effective in releasing 
tension. 

HemottNirax— blood leaks into the chest cavity from lacerated vessels or the lung 
Itself and the lung compresses. 

Open Pneumothorax— air enters the chest cavity through an open wound. The 
wound must be dosed immediately with an air-tight dressing. Aluminim foil, ptastic 
wrap or any dressing may be used. 

Subcutaneoua Emphyeema— a fradured rib has pierced a lung. A crackling 
sensation is felt under the fingertips as one feels over the area of the fracture. 
Traumatic Aaphyxta— severe compression puts pressure on heart and forces blood 
back into veins of the neck. It may also cause severe lung damage. This i^ a severe 
emergency. 

Pericardial Tamponade— blood or other fluid in the pericardial sac outside the 
heart exerts pressure on the heart 

|.Aceratlona Of The Great Veaaele—a major blood vessel is torn. 

Traumatic Emphyeema— a sudden compression injury occurs when the glottis is 

dosed: air sacs are ruptured and leak air. 
The Abdomen And Genitalia 

The Contenta Ol The Abdominal Cavity Include: maK>r organs ot digestion. 

excretion, female reproduction. 
The Dlfieattve System is composed ot the following parts: 

Mouth Gallbladder and bite ducts Pancreas 

Salivary glands Small intestine Liver 

Pharynx Largo intestine Spleen 

Esophagus Appendix 

Stomach ^ Redum and anus 
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TlM Urinary Syatom ConsiaU Of Tha Following: 
Kidneys 
Urelar . 

Urinary bladder and urethra 
The Male Reproductive organs are: 

Testicles. Prostate gland. 

Vasa deferentia. Urethra 
Seminal vesicles Penis 
The Reproductive organs of the Female are: 
Ovanes Uterus 
Fallopian tubes Vagina 
ln|uri«a To The Abdomen may be open or closed. 

The abdomen contains both hollow and solid organs and may result in peritonitis or 
senous bleeding. 
The SIgna of abdominal injury include: 

Patient will be still, usually with legs drawn up. 
Breathing will be rapid and shallow. 
Skin wounds and penetrations may be evident. 
Pulse may be rapid and blood pressure low. 
Patient may be nauseated and may vomit. 
Organs may protrude. 
Fractures may be evident. 
There may be blood in the urine. 
Emergency Care For Abdominal iniuriea 

Suspect shock and work to prevent it. Pneumatic Counter Pressure Devices may be 
required. 

Constantly monitor and evaluate vital signs. 

Be alert for vomitus. 

Do not remove impaled obiects. 

Do not touch protruding organs. Cover them with a stenle dressing and keep the 

dressing moist or apply an occlusive dressing. 
Iniuriea To External Male Genitalia may be bruises, lacerations, penetrating objects 
and avulsions. . . 

Emergency care rules are essentially the same as those for all other bodily injuries. 
Iniuriea To Intamal Female Genitalia are rarely seen except in the pregnant female. 
Blunt injuries may rupture the uterus, cause loss of life of the fetus and severe 
hemorrhage. 

Iniuriea To External Female QeniUlla. The types and care for these injuries are 
similar to those of injuries to other body parts and emergency care is the same. 
Nothing should be placed in the vagina. 

1. Practice dressing and bandaging a sucking chest wound. Use a classmate or friend 
as a "patient". 

2 The patient has a knife in his chest. Describe how you would manage this patient 
and What you would watch for. Describe ALL POSSIBLE complications. 
3. You suspect the patient has internal abdominal injuries. Describe the patient and 
what made you come to this conclusion. 

4 As you approach the scene, you see a rescuer attempting to replace a patient's 
protruding intestine. What would you do and why? 

5 Review the procedures for the application of Pneumatic Counter Pressure Devices. 

55 1R4 



16-4 

Lesson 16 

INJURIES TO CHEST, ABDOMEN, AND GENITALIA 

Upon completion of this lesson, you should be able to deiiine and use the 
following terms correctly. 

Apnea 

Asphyxia 

Evisceration 

Flail chest 

Hemoptysis 

Hemothorax 

Hypoxia 

Mediatium 

Paraodixal respiration 

Pericardial sac 

Peritoneum 

Pleuritic pain 

Pneumothorax 

Rape 
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Alveoli 




Pulmonary Vein 



Enlarged Sections of the Lung 
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Process of Breathing 




Diaphragm 




Inspiration 



Expiration 
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Lesson 17 

Practical Lab: Injuries 



Introduction 



ObloctlvM 



Study SuggMtlons 



Techniques of wound care require practice to gain proficiency. Likewise corttinuous 
review and practice of pnncioles of spine immobilization is nece«ary to retain skill 
levels. Fraaure care may reduce suffenng and prevent additional damage. One or 
more of these skills are used on almost every trauma patient. 

At the conclusion of Lesson #17. the Instructor will have provided sufficient information, 
demonstration, and praaice to the student, to ensure his/her ability to any or all of the 
following: 

• Demonstrate the bandaging technique for an eye with an impaled object. 

• Demonstrate bandaging techniques for scalp lacerations on top/side of head. 

• Demonstrate how to open airway in patient with suspected neck injury. 

• Demonstrate how to evaluate conscious patient with suspected spinal injury, 

• Demonstrate proper cervical traction. 

• Demonstrate proper application of 3 (1 improvised) cervical immobilization devices. 

• Demonstrate proper short spine board immobilization technique. 

• List steps in proper spinal cord injury management. 

• Demonstrate 4 person lift for patient with suspected spinal injury. 

• Demonstrate 4 person log roll for patient with suspected spinal injury. 

• Demonstrate proper application of long spine board. 

• Demonstrate how to "package" a patient with a suspeaed spinal injury to ensure no 
movement when turned/tipped. 

• Demonstrate proper helmet removal techniques. 

• Demonstrate pnmary/seconoary survey in both conscious and unconscious patients. 

• Demonstrate proper application of Military Anti-Shock Trousers (MAST) or pneumatic 
counter pressure device. (PCPD). 

• Demonstrate application proficiency in use of the following splints: 

—Sling and swathe —Padded board-pneumatic counter pressure device 
—Wire ladder splint —Pillow splint 
—Traction splint —Improvised splint 
—Air splint arm/leg 

• Demonstrate bandaging techniques for chest wounds. 

• Demonstrate oanaaging techniques of abdominal eviscerations. 

• Demonstrate immobilization techniques for fractures/dislocations of: 

— Clavicle -Pelvis 
—Shoulder — W»P 

—Humerus ' —Femur 

-Elbow -Knee 
—Arm —Leg 
—Wrist/hand —Foot 

1 . Working with classmates, complete a primary and secondary survey, identifying and 
treating ail injuries. 

2. Review procedures for splinting upper and lower extremities. 

3. With classmates, practice splinting a vanety of immobilization procedures for 
fractures of the upper extremities, lower extremities and spinal column. 
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Lesson 18 

Tsst and Evaluation: Injuries 



Introduction 



Ob|octlvo9 



This lesson provides for interim evaluation of student knowledge and skiHs. Each 
student completes a written examination designed to evaluate attainment of knowledge 
objectives specified for Lessons 9 through 1 7. Each student perfomts each skifi taught 
in Lessons 9 through 17 tor an instructor and is evaluated on his perfomnance. 

At the conclusion of Lesson #18, the instructor will have provided sufficient infomiation. 
demonstration, and practice to the student, to ensure his/her ability to: 

• Demonstrate mastery of knowledge objectives in Lessons 9. 10, 11. 12. 14 and 16 
by achieving a score of 70% or higher on written test. 

• Demonstrate knowledge of practical skills by performing selected representative skill 
objectives in Lessons 9. 10. 11, 12. 14 and 16. 

Note: Lessons 13. 15 and 17 are not included as they are practice sessions where 
obiectives are restated from previous lessons. 



Study Suggestlona 



1. Review all material contained in Lessons 9 through 17. 
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L«Mon 19 

Medical Emergencies I 



Introduction 



ObioctlvM 



ERIC 



TWi lesson covers common medical emergencies induding ingested and inhaled 
poisora. bites and stings, heart attack, stroke and dyspnea. Severe cases can be We- 
threatening. The EMT-A should be able to recognize these condittons and render 
approprite €imergency care. The lesson also includes a review of results of the written 
and practical examinations administered in the previous two lessons and prdvides an 
opportunity for students to practice as needed the skill of cardiopulmonary resusdtatkKi 
and use of mechanical aids to ain^ay care and resuscitation. 

At the conclusion of Lesson #19. the instojctor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 
Define poison. 

List 4 ways tor pason to enter t>ody and give 2 examples of each. 
State how to contact nearest poison control center. 
List 7 signs/symptoms of poisoning. 

List the immediate steps m emergency care of poisoned patient. 
List 3 circumstances when vomiting should NOT be induced in patients suffering 
from ingested poison. 

State how to induce vomiting in adult patient. 
State how lo induce vomiting in a child. 
State emeiyency care of unconscious victim of poisoning. 
List emergency care for victims of inhaled poison. 
List emergency care for victims of injected poison. 
List emergency care for victims of absorbed poison. 
List 5 signs/symptoms of patient suffering allergic reaction to an insect sting. 
Stale emergency care for same patient suffering allergic reaction to an insect sting. 
State physit^al characteristics of a pit viper and a coral snake. 
List 4 signs/symptoms of patient bitten by pit viper. 
List 4 signs/symptoms of patient bitten by coral snake. 
List emergency care for snake bites. 
List 3 examples of stinging marine animals. 
Describe emergency care for marine animal stings. 
List 3 examples of marine animals that can cause puncture wounds. 
Describe emergerx:y care for puncture wounds from marine animals. 
Define atherosclerosis. 
Define Myocardial Infarction. 
List 4 risk factors associated with heart disease. 
List 3 causes of heart attack. 
Define angina pectoris. 
List signs/symptcms of angina. 
List signs/symptoms of heart attack. 
List the emergency care/treatment for angina. 
List the emergency care/treatment for Ml. 
Define chronic congestive heart failure. 
List signs/symptoms of congestive heart failure. 
State the emergency care tor congestive heart failure. 
Define stroke. 
List 3 causes of stroke. 
List 7 signs/symptoms of stroke. 
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• Oascribt steps in treatment of stroke patients. 

• List special considerations for ueatment of stroke/pattents. 

• Define dyspnea. 

• Define pulmonary edema. 

• Define clironic obstructive pulmonary disease. 

• List 3 non-traumatic causes of dyspnea. 

• Ust signs/symptoms of pulmonary odema. 

• List signs/symptoms of COPD. 

• Defir)e hyperventilation. 

• List signs/symptoms of hyperventilation. 

• List steps of treatment of hypen^entilation. 

« Provide practice for objectives for lessons in CPR and mechanical aids to 
resusotatton. 
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Overview Of Ingeeied Poisons 

Lesson Contents Signs are variable depending on the substances. There may be burns, odors or stains 

about the mouth. Other common signs include: 

Nausea/vomtting. Excessive salivation or sweating. 

Abdominal pain. Abnormal respiration. 

Diarrhea. Uriconsaousness. 
Dilation or constriction of pupils. Convulsions. 
Emergency Care includes diluting the substance, induang vomiting and contacting the 
Poison Control Center. 

Dilution is accomplished with milk or water. 
Vomiting should Not be induced when: 
Strong aads or alkalis are swallowed 
Petroleum products are swallowed 
Patient is not fully consaous or is convulsing 
Vomiting is typically induced with syrup of ipecac. 
Activated charcoal may be a helpful absorbent after emesis. 
Soothing agents help to decrease gastrotntesunal irhtation. 
The poisonous substance should be located, if possible, and the Poison Control 
Center contacted to determine the most effective procedure. 
Poisonous plants can cause severe reactions ranging from gastrantestinal 
disturbances to neivous system disorders and circulatory collapse. There are no 
antidotes for plant poisons. Severe cases need basic life suppon and speedy 
transport. 
Inh Poisons 

For innalod poisons; such as carbon monoxide, the major concern is removing the 
patient from the source. 

Oxygen and cardiopulmonary resuscitation should be administered as required. 
The Poison Control Center should t)e contacted. 
Bites And Stings 

Bess. Wssps. Ants. Ths ma|or dangsr srises when ths person has a hypursensttive 
reaction. 

These reactions were discussed previously under the heading ''anaphylactic shock" 
In addition to basic life suppon. the following should be dons: 
Place a constncting band above an in|ury in an extremity. 
If present, carefully scrape stinger end venom sac away. 
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Ptac« an ica pack over the bitten area. 

May ASSIST patient with meoication if aUowed by State and local protocol. 

SpldMi • 

Daam has rarely been reported. 

Severe ca m should receive basic life support, application of a cold pack to the bite 
and immediate transport. 

Antivenins are available for black widow and brown reduse spider bites, and 
identification of the insect is important 

SnakM 

Venomous species include the pit viper (rattlesnake, cottonmouth and copperhead) 
and coral snake. Coral snake is espeaairy dangerous since it afects the central 
nervous system. 

Emergency care for pit vipen» bites: 
Calm patient 
Cleanse wound. 

Wrap soft rubt>er tutting about the extremity above and below fang marks to ocduc 
ONLY superficial venous flow. 
Splint the extremity. 
Check vital signs. 
Prevent shock. 

Apply ice pack to the wound only if directed to do so directly by a physician or 
Poisdn Control Center. 

Incise wound and suction with a suction cup only IF wound occurred within previoi 
30 minutes. IF patient shows signs of envenomation, and IF directed to do so by a 
physioan or Poison Control Center. 
Emergency care for coral snake is identical except that the constricting band is 
placed above the wound only and incisions and suction are not recommended. 

Heart Attack 

The heasi is a muscle and, like all musdes in the body, is supplied with arteries. 
Arteriosdercsis is a disease process that can damage coronary arteries. It lays down 
rieposfts of fat which progressively narrow the artery. 

When an artery becomes blocked, that part of the muscle which it sen/es dies and 
the patient has what is known as a myocardial infarction. 

The heart will stiP continue to pump even though part of the muscle dies. However, 
the attack usually occurs in the left ventnde which may be unable to pump all blood 
coming from the lungs. Fluid may accumulate in the lungs— a condition known as 
pulmor^ary edema. 

If too much musde is lost, shock and sudden death will result. 

An acute myocardial infarction may have the following signs/symptoms: 

Sudden onset of weakness, nausea and sweating vinthout a dear cause. 

Pain— usually described as squeezing. It is substerr^al and perceived as radiating t 

the jaw, left arm or tXDth arms. It is unrelated to exertion and not relieved by rest. 

Arrhythmia and fainting. 

Pulmoriary edema. 

Sudden death. 

Pulse usually increases. 

Blood pressure falls. 

Respirations are normal unless pulmonary edema develops; then respirations are 
rapid and shallow. ^ 
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Patent appears frightened and may be eweaiy and pale gray in coior . 
Emergenqf Care 

Emergency care for patients suspected of having a heart attack: 
Place the patient m a semi-redining position (position of comfort). 
Admintster oxygen by face mask. 
Do not attow the patient to assist in moving himself. 
Comfori and reassure patient. 
Loosen patient's dothlng. 

Prepare to administer CPR if cardiac arrest occurs. Provide prompt and efficient 
transport. 

Angint Pectoris is pain which occurs when the heart needs more oxygen than is 
available, it is usually brought on by stress or unusual effort. 

The pauent suffers pain in the chest; it may radiate to the jaw or arms. It is felt as a 
pressure or squeezing sensation. 
Patients are usually aware of their condition and have been given medication 
(nitroglycerine) by their physiaan to relieve the pain; assist them in taking any 
prescribed medication. 

Administer oxygen and place in a position of comfort. 
Congestive Heart Failure Occurs 

When the heart does not pump blood effidentiy to the body, fresh blood cannot 
enter the heart from the lungs. Blood and other fluids accumulate in the lungs. 
Signs/Symptoms may include the following: 

Shortness of breath 

Anxiety 

Rapid heart rate 
Rales or wheezing sounds 
Normal or somewhat high blood pressure 
Distended neck veins 
Emergency care for this patient is the same as that for heart attack patients 

Stroke 

A Stroke is also known as a cerebrovascular accident or CVA; it is an interruption ot 
blood flow k>ng enough to cause damage to the brain. 

Part of the brain has been damaged due to a blood clbt. embolus or rupture of an 
artery. A clot may have formed elsewhere in the body and traveled to the brain as 
an embolus. 

Signs of a CVA include: 
Numbness or paralysis of the extremities, often unilateral 
Confusion or dizziness 
Difficulty with speech or vision 
Diminished consciousness; coma 
Convulsiorw 
Headache alone 
lncontir>er)ce 

Emergency Care. Care will depend on the signs exhibited by the particular patient. 
Maior consideration is calm treatment and careful handling, particularly of paralyzed 
parts. The airway must be monitored continuously. 

Note: Even though the patient may not be able to speak and appears unconsaous. 
he may be able to hear and understand what is being said^be carelul what you 
say in front of such patients. i 
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OyspnM is defined as a sensation ot shortness of breath, 
tt may be caused by medical or traumatic incidents. 
Medical problems include: 
Acute pulmonary edema 

Airway obstruction by aspiration of vomitus or foreign objects— discussed previously. 
Pulmonary diseases: 
Chronic obstructive lung disease (emphysema or chronic bronchitis). 
Asthma or ailergtc reactions. 
Hyperventilation. 

With Chronic Obstructive Pulmonary Disease patients the respiratory center may be 
so depressed that the patient does not have a stimulus to breathe. 
Signs/symptoms of COPO include: 

Respiratory distress— wheezing on expiration: difficult expiration; increased respiratory 

rate. 

Tension and anxiety. 

Blood pressure possibly slightly elevated. 
Cyanosis. 

Emergency Cars includes: 
Reassure the patient. 

Administenng oxygen by VENTURI MASK. 
Assisting patient in taking his own medication. 
Hyperventilation is caused by: over-breathing usually due to psychological stress. 
The Signs of hypen/entilation are: 
Anxiety, terrified of death. 
Dizziness and fainting. 
Numbness or tingling of hands and feet. 
Stabbing chest pain. 
Rapid breathing. 
High pulse rate. 
Emergency Care should include: 
Reassuring the patient and. 
Asking the patient to breathe into paper bag. 



Study Suggestions 
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1 . You have examined each patient (and questioned relatives and/or bystanders as 
appropnate) and suspect that each is suffering from one of the conditions listed below. 
Describe what made you suspect each condition and how you would care for the 
patient. 

a. Heart attack. 

b. Chronic obstructive lung disease. 

c. Anaphylactic shock. 

d. Bronchial asthma. 

e. Bite by a coral snake. 

2. You have patients exhit)iting the signs an-^'^r symptoms listed below. What might be 
wrong with each patient (include all possible conditions)? What other signs or symptoms 
might you check for? How would you care for each patient? 

a. The patient is dizzy and has a headache. His speech is slurred and he appears 
confused. 174 

b. The patient is breathing rapidly and has a stabbing cheat pain. 
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c. Th« patMnt has obvious respiratory distrass and is wheezing on expiration. 

d. The patient is in a dosed car with the engine running. He is unconscious and his 
face is pink. 

8. From the odor, the child appears to have swallowed gasoline from the lawn 
mower. 

f. The patient is in obvious respiratory distress. He is elderly and has a barrel-like 
chest. 
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Lesson 19 
MEDICAL EMERGENCIES 



Upon completion of this lesson, you should be able to define and use the 
following terms correctly. 



Arrhythmia 
Angina Pectoris 

o 

Arteriosclerosis 

COPD (Chronic Obstructive Pulmonary Disease) 

Disinfection 

Droplet 

Dyspnea 

Embolism 

Hyperventilation 

Hypoglycemia 

Ingested 

Poison Control Center 

Myocardial infarction 

Peritonitis 

Thrombosis 

MI 

I7G 
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Lesson 19 



ASSESSING BREATH SOUNDS 



Listening carefully to breath sounds can tell you how a patient's respiratory 
system is working. The sounds you hear can tell you whether secretions, 
fluid, or obstructions are blocking air sacs and passages, and what lung areas 
may not be working. 

To accurately assess breath sounds, the stethoscope needs to be of good 
quality and proper length. The tubing on your stethoscope should be thick 
walled and short (12", 30 cm, or less), with an adequate lumen. The diaphragm 
and bell should be of heavy construction, with the diaphragm at least 1 1/2" 
(3.8 cm) in diameter. The earpieces should be of rubber or plastic, and 
moldable to your ear. 

Natural breath sounds are high-pitched. Use only the diaphragm (the disk), 
which is designed to pick up high-pitched sounds. Become comfortable with the 
normal breath sounds and, therefore, abnormal will stand out easily when 
assessing the lungs. 

Listen to all your patients breath sounds. It is good practice and makes you 
more comfortable with the procedure. 

Do not auscultate over bones or breast tissue. Instead, place the stethoscope 
diaphragm between the patient's ribs (intercostal spaces). Be sure you hold 
the diaphragm firmly against the chest wall. 

Instruct your patient to breathe in slowly and deeply through his/her mouth, 
and listen to at least one full breath - inspiration and expiration - in each 
position you check. Compare left side to right side in a symmetrical manner 
downward . 

Bronchial air sounds are heard over the trachea. They are high-pitched, loud, 
and hollow sounding. If this sound is heard elsewhere, it could mean a lung 
problem such as pneumonia, pleural effusion, tumor, or severe atelectasis. 

Bronchovesicular breath sounds have a breezy quality, and they are softer and 
lower pitched than bronchial. You will hear them in only two places: 
anteriorly, near the main stem bronchi in the first and second intercostal 
spaces, and posteriorly, between the scapulae. To hear them elsewhere, again 
could indicate an abnormality. 

Vesicular breath sounds are soft, swishy, and breezy and sound lower pitched 
than bronchovesicular breath sounds. Vesicular breath sounds are heard in 
irost of the peripheral parts . 

Abnormal lung sounds are classified as rales, rhonchi, wheezes, and pleural 
friction rubs. Often, labeling a sound by one of the classifications is 
difficult if you do not have regular exposure to this assessment skill. 
Therefore, identify what you hear in your own terms. 
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Rales are light crackles like someone crinkling a cellophane wrapper. You can 
easily simulate this sound by rubbing a lock of hair between your finger next 
to your ear. Rales are produced by air passing through moisture in the small 
airwayt* and alveoli. 

Rales heard in the left and right lung bases are often in correlation of early 
signs of heart failure. 

When you hear rales, listen to whether they are continuous throughout 
inspiration and expiration. Have the patient take a deep breath and cough. 
This maneuver could mobilize the secretions; if not, and you listen again and 
hear inspiratory/expiratory rales, this indicates excess fluid in the alveoli. 

Rhonchi are coarse rattles, usually louder and lower pitched than rales, like 
a deep snore or a hoarse moan. 

Fluid or secretions in larger airways are usually the source of rhonchi. 
Coughing will often clear the rhonchi. To describe rhonchi, adjectives of 
sonorous, bubbling, moaning, musical, and rumbly are used. 

Wheezes come from narrowed airways and cannot be cleared by coughing. The 
wheezes are heard on inspiration and expiration or both. 

This sound is frequently the result of asthmatic crises, or can be heard with 
obstructions and pulmonary edema. 

Pleural friction rub is the sound made by the rubbing together of inflamed 
parietal and vesicular pleural linings. This sound is heard best in the 
anteriolateral lung field, and with the patient in the upright position. 

Pleural friction rub has a superficial squeaking or grating quality, much like 
two pieces of leather rubbing against each other. Friction rub will not 
disappear with coughing. 

Watch the patient with a friction rub. Due to the pleural inflammation, a 
great deal of pain may be experienced causing the patient to splint his 
breathing. 

Note also absent breath sounds; with the possibility of a pneumo'zhorax or 
possible surgical removal of a lung or lobe, sounds may not be heard. 




ig-'io 



Condition 

Consolidation 
(Lobar pneumonia) 
Less motion on 
affected side 



Pneumothorax 
(Usually unilateral) 



Emphysema 
Enlarged alveoli 



Pleural effusion 
Pleural fluid 
Thickening 

Atelectasis 
Collapsed lung area 

Congestive heart 
failure 



Acute bronchitis 
Bronchi constriction 



ABNORMALITIES 

Breath Sounds 
Bronchial 

Increased intensity 
Decreased or absent 



Decreased vesicular 



Decreased intensity 
May be decreased 



Decreased to absent 



Normal or prolonged 
expiration 

Normal or prolonged 
expiration 



Adventitious Sounds 
Rales 

None 



Wheezing rhonchi 
Prolonged expiration 

None 



None 



Rales at lung bases 
Maybe wheezing 

Wheezing rhonchi 
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Lesson 20 

Msdicsl En^srgsncies II 



Introduction Thit tetton continues coverage of common medical conditions. It indude a cHsc miiona 

of cauaes. signs and emergency care for diabetic conditions, the acute abdomen, 
communicabie diseases, patients with abnormal behavior, alcohd and drug abuse and 
epilepsy. It also includes a review of common problems in caring for child patients and 
practice in assessing a patient's condition. The EMT should be able to recognize 
medical conditions and special problems in children in order to render appropriate 
emergency care. 

Obfectivee At the conclusion of Lesson #20. ;he instructor will have provided sufficient information. 

demonstration, and practice to the student, to ensure his/her ability to: 

• Define diabetes. 

• Describe the purpose and functions of insulin. 

• List signs/symptoms of diabetic coma. 

• List signs/symp!oms of insulin shock. 

• List steps in treatment of conscious diabetic patient. 

• List steps in treatment of unconscious diabetic patient. 

• Describe causes of insulin shock. 

• Describe causes of diabetic coma . 

• Define acute abdominal distress. 

• Ust signs/symptoms of acute abdominal distress. 

• List steps in the treatment of a patient with acute abdominal distress. 

• • List 4 special steps that should be used when examining a patient with acute 
abdominal distress. 

• List 3 ways a communicable disease can be transmitted. 

• List steps EMTs can take to lessen personal exposure to a communicable disease. 

• Ust steps EMTs must take in the maintenance of the emergency vehicle post- 
exposure to a communicable disease. 

• List 6 signs/symptoms of a patient who has abused chemical substances. 

• List the general treatment procedures to be taken when caring for substance abuse 
patients. 

• Define seizure. 

• Define convulsion. 

• List steps in the emergency care of a patient during and post seizure/convulsion. 

• Describe the treatment for status epilepticus. 

• Demonstrate obstructed ainway maneuvers in infants to AHA standards. 

• Demonstrate infant rescue breathing according to AHA standards. 

• Demonstrate infant CPR according to AHA standards. 

• Ust signs/symptoms of croup and epiglottitus. 

• Ust steps in treatment of croup/epiglottitus. 

• State nomnal vital signs in children. 

-Nev^bom -3 ywrs 

-1 year -6 y«ars 

• List steps in managing fevers in children. 

• Ust steps in treating child victim of ingested poisoning. 
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Ov«ffVl«w Off DlalMtM . 

LMton ContMts Di«betM is a condition in wliich the body is unable to use sugar normally. All body 

cells need, sugar to survive. Insulin is necessary to permit sugar to pass from the 
bloodstream to body cells. If there is not enough insulin, sugar will be unat)le to get to 
body ceils and they wiH stance. If there is too much insulin, there will be insufficient 
sugar in the bloodstream and brain cells will be damaged since they need a constant 
supply of sugar. 
Diabetic Coma occurs when: 

There is insufficient insulin and therefore too much sugar in the blood and not 
enough in the t)ody cells. The patient: 
Has eaten too much food that contains or produces sugar, or has not taken his 
insulin. 

The diabetic coma patient may exhibit some or all of the following signs: 

A sweet or fruity (acetone) odor. 

Rapid, weak pulse. 

Air hunger^rapid, deep breathing. 

Varying degrees of unresponsiveness, up to coma. 

Normal or slightly low blood pressure. 

Note: The onset of diathetic coma is gradual. 
This patient needs immediate transportation to a medical facility. 
Insulin Shock (Overdose) occurs when: 

There is too much Insulin in the body; therefore, the sugar leaves the blood rapidly 
and there is insufficiem sugar for the brain cells. The diabetic: 

Has taken too much insulin, or 

Has not eaten enough food, or 

Has exercised excessively. 
Signs include the following: 

PuH. rapid pulse. 

Normal breathing. 

Dizziness, headache. 

Fainting; seizures; disorientation; coma. 

Normal blood pressure 

Note: The onset of Insulin shock is sudden; it may occur within minutes. 
The patient desperately needs sugar before brain damage and death occur. Sugar in 
any form can be given to a consoous patient. Both the conscious and unconsaous 
patient need immediate transponation to a medical facility. 
Note: tf the EMT-A can't distinguish between diabetic coma and insulin shock and 
sugar is available, have the conscious patient take it. It can't appreciably hun the 
patient in diathetic coma and may save the Kfe of a patient in insulin shock. Transport 
unconscious patients without delay. Do Not Admintoter Sugar Or Other Oral 
Qlucoae Agente To Uneonacloua Pattenta. 
Acute Abdominal Dlatreaa 

The term means abdominal distress caused by irritation or inflammation of the 
pentoneum. 

Signa may include: 

Abdominal pain, local or diffuse. 
Abdominal tenderness, local or diffuse. 
Patient is quiet and reluctant to move. 
Rapid shallow breathing. 
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Rapid puist. 
Low blood pra»ur«. 
Tmm. ottM daxmM. stomach. 
Position of the p«ti«nt 
Special Examination Procaduroa, should be compiatad including: 

Oatarminng whether the patient is restless or quiet and whether movement causes 
pain. 

FeeBng the abdomen gently to see if it Is tense or soft 

Determining whether the patient can relax the abdominal wall on command. 

Detennining whether the iUxJomen is tender when touched. 
The patient in acute abdominal distress needs speedy but prudent transportation to a 
medical facility. Care includes: 

Keep arway dear. 

Administer oxygen if necessary. 

No liquids or food. 

No medtcation> 

Position patient comfortably. 

Prevent and manage shock as appropnate. 
Common Communicable Dlaaaaea include: 



Chicken pox 
Diphthena 
German measles 
Gonorrhea 
Malaria 
Measles 
Meningitis 
Mononucleosis 
Mumps 



Pneumonia 
Poliomyelitis 

Rocky Mountain spotted fever 
Smallpox 
Scarlet fever 
Syphilis 
Tuberculosis 
Typhoid fever 
Whooping cough 

Commun^^ Oleeaaae Are Tranamltted Br Direct contact, indirect contact or 
inhalation. 

If nature of call is kr>own in advance: 
Wear disposable gown and mask, remove all unnecessary equipment from the 
vehicle and use as much disposable equipment as possible. 
Upon returning trom the call perform the following as appropnate: 
Boil clothing. 
Wash hands. 
Shower. 

Follow the latest medical recommendations for vaccination, immunization and 
decontamination. 



Akx)hol is a depressant that affects a person^s judgmert. vision, reaction time and 
SniSon. Iriv^^ quantities, it can cause death by paralyzing the respiratory 
cemer in the braia 
Slgne of akx)hoiic intoxication. 

Odor of alcohol on breath. NauseeMxniting. 

Swaying/unsteadinets. Rushed U 

Slurred speech. 
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Remember that these signs can mean illnesses or injuries other than alcohol (e g 
epilepsy, diabetes, head injury). It is therefore espeoally important that the person 
with alcohol on his breath (which can smeli like the acetone breath of a diabetic) not 
be immedi^ieiy dismissed as a drunk. He should be carefully checked for other 
illnesses/injunes. 

When akx)hol is taken in combination with analgesics, tranquilizers, antihistamines, 
barbiturates, etc.. the depressant effects will be added together and, m some instances 
the resultant effect wiU be greater than the expeaed combined effects of the two drugs! 

The intoxicated patient should be given the same anention given to patients with 

other illnesses/injuries. 

The intoxicated patient needs constant watching, to be sure that he doesn't aspirate 
yomitus and that he maintains respiratior)s. 

An alcoholic who suddenly stops drinking can suffer from severe withdrawal 
problems. 

Sudden withdrawal will often result in DTs (delirium tremens). 
Signs include: 

Shaking hands. Halluanations. 

Restlessness. Sometimes disruptive behavior. 

Confusion. 

The patient must be protected from hurting himself. 
DrugszTypM 

Uppere— Stimulants of the central nervous system. They include amphetamines, 
cocaine, caffeine, anti-asthmatic drugs arxl vasocor^nctor drugs. 
Downers— depressants of the central nervous system. They include barbiturates, 
tranquilizers, marijuana, inhaled solvents and opiates. 

Hallucinogena— they include LSD. mescaline, psilocybin and peyote. Marijuana also 
has some halludnogentc properties. 

Withdrawal from barbiturates can cause anxiety, tremors, nausea, fever, delirium, 
convulsions and ultimate fatality. 

Withdrawal from opiates may include, among others, intense agitation, abdominal 
discomfort, dilated pupils, increased breathing and body temperatures and a strong 
craving for a **fix**. 

Emergency care for substance abuse patients include: 

Inducing vomiting if the overdose was taken orally in the preceding 30 minutes. 
Protea hyperactive patients from hunting themselves and others. They should be 
reassured and treated calmly. 

Level of consciousness should be monitored and recorded. 

Respirations should be carefully monitored since overdoses of depressants can 

cause respiratory depression and death. 

The EMI should instill confidence. 

The EMT should be alert for possible allergic reactions arxj shock. 

Evidence should be presented in cooperation with law enforcement agencies. 

Prompt transportation should be provided. 
Epilepsy is a neurological disorder mar^ifested by seizures. 

Most seizures are controlled by medication. 
Common TypM« 

Petit Mol Seizures are the most common form and result in only a momentary loss 
of awarer>ess. 
Grand Mai Seizuro 

The patient convulses due to a sudden abnormal stimulation of brain cells. The 
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convulsions are tonic and donia Th« convulsions ar« us»ja«y toHow«l by 
unconsoousntss calted a postictai statt. 
Status Ep iap t t cua 

Continuous seoure activity without regaining consciousness. 

Transport immediatety. 

The major requirements of the rescuer is to protect the patient from hurting himsett 
during a seizure. 

The epileptic should not be physically restrained in any way unless he is 

endangering his own welfare. 

Move obiects. not the patient in an effort to protect him. 

He may need to be transported to a medical facility when the seizure is over; allow 
him to help you make the deasion. 

Do Not force foreign objects into the patient's mouth during seizures. 
Probtems Of Child Patients 

Techniques of care for children are essentially the same as those for adults with some 

variations being necessary due to size. 

Approach 

There are speaal problems in dealing with children since they are apt to be afraid 
or unable to communicate, for example: 

Fsar ,■ ■ ^ 

Of the accident scene— confusion, noise, cries of the injured, view of injured 
particularly if the iniured are his parents. 
Inability To Communtcsts 
Too young or too frightened to communicate verbally. 
The EMT should be reassuring, calm and understanding with child patients. Use 
simple language and a soft voics. Be very gentle in feeling for injuries. 
Problems Rslstsd To Psdiatrfc Pstlsnts 

Fsvsr. A child with an unusually high fever should be cooled before and during 
transport. 

Convulalons. Convulsions are common in young children ano frequently associated 
with fever. The convulsing child needs to be protected from injuring himself. 
Croup And Eplglottttus. Partial ainway obstnjction which develops over a long 
period of time. Do not use obstructed airway maneuvers, administer humidified 
oxygen and transport immediately. 

Sudden Infant Ooath Syndrom*. Death usually occurs during sleep in an 
apparently healthy baby. The EMT will encounter anguished parents and should 
endeavor to assist the baby by administering CPR. 

Child Abuse. The EMT-A should be alert to indicaiions of child abuse and report 
suspiaons to medicsl snd rthsr sppropriats psrsonnsl. 

Ssxusl Abuse. Childrsn of both sexes srs subject to sexusl molsststion. The patier 
should not be examined unless there is obvious bissding that requires control. The 
patient should not wash, urinsts or dsfscsts. 

Poisoning. Common in chUdrsn. Trsstment procedures srs ths asms as an adult, 
sxcspt ipscsc doss is rsduced to 1 tsblsspoon. Follow ths rscommsndations of ths 
Poison Control Center. 
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VITAL SIGNS RANGES 






Blood pressure 






Ages 


Mmui 


Maan 


• 


SyttoUe 


DIaatolic 


Neoruite 


80 


46 


6-12 Months 


69 


60 


1 year 


96 


66 


2 years 


98 


64 


6 years 


100 


56 


12 years 


114 


60 


Pulse Rate: 






Age 


PulM Ratas 




Neonates 


110-150 




12 Months 


100-140 




2 years 


90-110 




6 years 


80-100 




10 years 


70-110 




Respiratory Rate: 


Raapiratory 




Age 


Rata 




Neonate 


30-50 




2 years 


20-30 




10 years 


14-22 




Adoiescent 


12-20 





Study Suggestions 1. You have examined each patient (and questioned relatives and/or by^anders as 

appropriate) and suspect that each is suffennp from one of the conditions listed below. 
Describe what made you suspect each condition and how you would care for the 
patient. 

a. Diabetic coma. d. Heroin overdose. 

b. Alcohol withdrawal. e. Appendicitis. 

c. Grand Mai seizure. 

2. You have patients exhibiting the signs and/or symptoms listed below. What might be 
wrong with each patient (indudo all possible conditions)? What other signs or symptoms 
might you check for? How would you care for each patient? 

a. The patient is dizzy and has a headache. His speech is slurred and he appears 
confused. 

b. The patient smells of beer and is very unsteady. 

c. The child has fallen from a tree. He has no obvious fractures. He is unconsaous. 
and his systolic blood pressure is 55 mm Hg. 

d. The baby has been found in his crib by his parents. He has no respirations or 
pulse. 

e. When you enter the patient's bedroom, he announces that he has lust taken alt 
his sleeping pills. An empty bottle is on the bedside table. 

3. The child is unconscious and has muittple severe bruises all over his body. His 
parents tell you he fell down the stain. 

4. You have been infonmed that the patient you wilt be transporting has chicken pox. 
Desaibe precautions you would take before, dunng and after the run to protect yourself 
and minimize spread of the disease. 

5. You have just made an ambulance run in which you transponed a patient with small 
O pox. Descnbe precautions you would take to protect yourself and minimize spread of 

EKJC the disease. . 
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Lesson 20 
TERMINOLOGY LIST 

Upon completion of this lesson, you should be able to define and use the 
following terms correctly. 

Diabetic coma 

Insulin shock 

Communicable disease 

Seizure 

Mandatory reporter 

Convulsion 

Hyp e r gly c emi a 

HIV 

OSHA 

Hepatitis B 
CDC Guidelines 

SIDS (Sudden Infant Death Syndrome) 
Child abuse 
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Cause 

Onset 

Skin 

Behavior 

Breath 

Respirations 

Pulse 

Appetite 

Thirst 

Blood Pressure 



Diabetic Coma 
Hyperglycemia 
Gradual 

Warm, dry - eyes appear sunken 
Drowsy 

Fruity odor (acetone) 
Deep , labored 

Rapid, weak 

Nauseated 

Present 

Normal to slightly low 



Insulin Shock 

Hypoglycemia 

Sudden 

Pale, moist 

Anxious (if conscious) 

Normal 

Normal to rapid and 
shallow 

Full, rapid 

Hunger 

Normal 

Normal 



187 



ERIC 



20-9 



Lesson 20 



INFECTION CONTROL IN THE PREHOSPITAL SETTING 



Although infection control should be of continuing interest to all ambulance 
personnel, recent news about AIDS (Acquired Immune Deficiency Syndrome) has 
raised important questions in the minds of many. This flyer will answer some 
of the questions about AIDS and caring for the AIDS patient in a prehospital 
setting. However, emergency workers should always provide emergency medical 
care under the assumption that any patient could have a communicable disease. 

Some Facts About AIDS 

AIDS may develop shortly after birth or at any later time. A person with 
AIDS has a weakness in his/her body's defense system which allows 
diseases, such as certain opportunistic infections and cancers, to 
develop. The sjrmptoras of AIDS is usually due to the effects of these 
opportunistic diseases. 

AIDS is transmitted by means of infected blood and semen. HTLV-III 
(Human To-cell Ljrmphotropic Virus, Type III) has been identified as the 
infectious agent. Although the virus has been isolated from saliva, 
tears and urine, these fluids have not been implicated in transmission of 
the virus. Direct injection of infected blood (as with drug users who 
share "works") or intimate sexual contact have been identified as the 
routes of HTLV-III transmission. 

These individuals at risk for developing AIDS include gay or bisexual 
men, intravenous drug users and hemophiliacs, or those who require blood 
transfusion (prior to implementation of rigorous blood screening 
techniques), as well as the sex partners of people in these groups. 

AIDS is the most severe form of HTLV-III infection; most people who 
contract the virus will have a much less severe outcome. These outcomes 
include: (1) asjrmptomatic infection, and (2) AIDS-related complex (ARC). 
Asymptomatic individuals may develop ARC or AIDS and patients with ARC 
may also develop AIDS. Which patients will progress, when, and why are 
unknown . 

As long as the virus stays within the AIDS patient, there is iio risk to 
others. The AIDS virus is not hearty, once the virus leaves the body and 
is allowed to dry out, it is soon destroyed. 

Hundreds of health care personnel, following a "significant exposure," 
such as a needle stick while caring for AIDS patients, have become part 
of a formal follow-up study. Not only have none of these people 
developed AIDS, but only three have developed antibodies against the 
HTLV-III virus, showing that even in high risk situations the virus is 
not easily transmissible. Transmission of the virus can occur as a 
result of a needle stick injury however. 




Ambulance Attendants and the AIDS Patient 
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AIDS cannot be transmitted during casual contact. Therefore, routine 
transportation of AIDS patients by ambulance, and normal touching of 
patients or touching objects they have touched, including taking vital 
signs, does not pose a threat to ambulance crews. 

The possible sources of contact for the AIDS virus are free blood and 
body secretions containing blood and/or semen. Some examples are obvious 
cuts, gunshot wounds, knifings, draining wounds, vomitus, and bloody 
stools from GI bleeds. For advanced life support personnel, individuals 
who start IV' s may frequently come in contact with patient blood. 

The greatest threat to any health care worker, including ambulance crews, 
is needle stick injuries. This is the only transmission which has been 
dociimented to occur; and even at that, at a very low rate. All needle 
stick injuries should be reported to your supervisor. A theoretical risk 
to basic and advanced life support personnel is exposure of small wounds 
on the hands to contaminated blood fluids. Observation of health care 
workers to date tells us that this sort of exposure does not pose a major 
risk for contracting AIDS. No AIDS cases have been reported to result 
from this type of exposure. 

The virus needs both a way to leave the host's body and a way to enter 
the body of another person. It cannot penetrate the skin. 

Protection 

The following guidelines will protect personnel from AIDS , but it is important 
to realize that these guidelines should be followed routinely , regardless of 
whether a patient is known to be infected with HTLV-III or any communicable 
disease. It is important to remember that hepatitis B and other more common 
communicable diseases pose a much greater risk to the EMS provider than does 



Bandage all cuts and abrasions on your own body (especially your hands) 
before caring for any patient. 

Wear disposable gloves when caring for anyone with open draining wounds or 
when coming into contact with body secretions containing blood and/or 
semen. 

If you cannot wear gloves for some reason, wash your hands as soon as 
possible. "Dry" soap products, foil wrapped hand washing preparations, 
or antiseptic solutions can be used if soap and running water are not 
available. Hand washing is the best overall protective measure for any 
ambulance attendant against almost every communicable disease. 

After coming into contact with a patient, avoid touching your mouth, eyes 
or other mucous membranes until you have thoroughly washed your hands. 
Make it a practice to wash your hands after every call. 



AIDS. 




20-11 

Consider using pocket masks, bag- valve -masks, or other resuscitative 
equipment when giving resuscitation to any patient. Pocket masks should 
have a one-way valve. Although mouth- to -mouth resuscitation is usually 
safe, it can be a concern if an open sore is present in either the 
patient's mouth or the mouth of the rescuer, or if the patient is 
suspected of having a communicable disease. 

There are many reasons why patients cough; coughing does not 
automatically mean that the patient has AIDS. Furthermore, there is no 
evidence that HTLV-III can be transmitted by coughing. All crew members 
treating a coughing patient should consider wearing masks to protect 
against potentially infectious diseases, such as colds, flu, and 
tuberculosis. Alternately, unless it is contraindicated by other 
problems (e.g., vomiting, difficulty breathing), the patient should be 
asked to wear a mask. If a patient is not coughing, masks are not 
indicated. 

Advanced life support personnel can avoid needle stick injuries by 
disposing of used needles in a permanently labeled, puncture resistant 
container which can then be disposed of at the hospital. Do not recap 
needles, bend them, break them, or clip them. Exercise care with other 
sharp instruments . 



Disinfection Procedures (For items contaminated by blood, semen, urine, feces 
and saliva) 

Any equipment or devices known or suspected to be contaminated with blood or 
other body fluids should be used once and disposed of, or be thoroughly 
cleaned and disinfected after use. 

A mixture of nine parts water to one part chlorine bleach (9:1 solution, 
prepared immediately before use) or "straight" seventy percent (70%) 
isopropyl alcohol, can be used to disinfect equipment and instruments 
(e.g., scissors, tweezers) which are adversely affected by these 
products. Do not use a bleach solution on equipment which will come in 
contact with a patient's mucous membranes (it will burn). Do not use 
bleach on metal (it may discolor or "eat" the metal). 

Surfaces (the floor of the rig, walls, stretcher frames, etc.) which have 
been exposed to blood and body fluids should be cleaned with a 9:1 water 
to bleach solution or with any hospital- grade disinfectant/detergent which 
is effective against the TB bacillus (tuberculocidal) . Persons should 
wear disposable gloves and use "elbow grease" (hard frictional scrubbing) 
when cleaning surfaces. Soft cleaning of soiled, high contact, and/or 
contaminated areas is acceptable. All sections of the vehicle should be 
cleaned regularly as part of routine maintenance. 

Non-washable equipment and instruments which come in contact with mucous 
membranes, and which are considered reusable, may be autoclaved; other 
methods may be used for disinfection, following local protocols. Contact 
your local hospital for the suggested routine. 
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Contaminated disposable items should be considered "infectious waste" 
and should be double bagged and disposed of according to local 
guidelines. The best approach might be to contact your local hospital 
and arrange to add your disposable waste to theirs. Disposable items 
consist of all dressings, paper products, and other single use items 
which have come in contact with potentially infected materials. No 
single use (disposable) equipment should ever be reused. 

Because there could theoretically be a risk of transmission of AIDS 
through saliva, use of disposable airway equipment and disposable 
resuscitation bags may be considered. Reusable equipment can be 
disinfected by cleaning with hot, soapy water and air drying, or by 
cleaning with alcohol, bleach or disinfectant to prevent transmission of 
disease. 

Change the linen on the stretcher after every call. Linens can be 
adequately cleaned on the washing machine's hot water cycle. Bleach can 
be added, if desired, but is not necessary for proper decontamination. 

Reusable humidifier reservoirs (which are sometimes used with installed 
oxygen outlets to humidify oxygen for long transports) should be cleaned, 
rinsed out, and dried daily. The use of disposable humidifier reservoirs 
is preferable. Any tubing and masks used to deliver oxygen should be 
changed between patients and disposed of properly. 

Unless the stethoscope and blood pressure cuff (sphygmomanometer) are 
contaminated with infected material, no special precautions are 
indicated. If necessary, wipe off the devices with a suitable 
disinfectant agent. 

Ambulances do not have to be aired. Recommendations from the Center for 
Disease Control state, "... airing is not an effective terminal 
disinfectant procedure and is not necessary." Eliminating airing also 
shortens down time for vehicles used to transport persons with AIDS or 
with a suspected communicable disease. 

Other Inforamtion 

Patient confidentiality is maintained on all patients, including those 
with AIDS. The Office of Emergency Health Services feel that, as a 
professional courtesy, members of the emergency medical services 
community should inform one another when a patient has a communicable 
disease, including the level of precautions which should be taken. This 
can be done without compromising the patient or the health care workers. 
As a general rule, however, remember that routine infection control 
measures should be used when caring for any patient. Not only will this 
assure protection from AIDS, but also from other communicable diseases as 
well, such as hepatitis, tuberculosis, herpes, colds, and flu. 

People with AIDS do live independently at home without contaminating 
their families, friends, or neighbors. Remem.ber, a person with AIDS is a 
thinking, feeling human being who deserves the same consideration we 
would give to any other person. 
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Although the precautions suggested in this flyer may, at first glance, 
appear to be time consuming end/or expensive, the recommendations are 
practical and cost-effective. Remember that there is a greater 
possibility that your work will bring you in cont:^ct with a person 
infected by hepatitis B virus than one infected by HTLV-III. Remember 
also that hepatitis B is much more likely to be transmitted by that 
infected person. These precautions will reduce the risk for the 
ambulance attendants, as well as for the patients. Further, implementing 
these measures will reduce apprehension among staff caring for patients 
who are possibly infectious, and will prove the Emergency Medial Seirvice 
provider's ability to deliver professional, high quality emergency 
medical care to all patients. 



This inforamtion was prepared by the Iowa Department of Public Health AIDS 
Education program. For additional information call (315) 281-4938 or the Iowa 
AIDS hotline at 1-800-532-3301. 
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Lesson 20 
HEPATITIS B 



Types and Causes 

Hepatitis is an inflammation of the liver. There are several types of 
hepatitis. Hepatitis A, previously referred to as viral hepatitis is a 
disease spread via fecal/oral route. Hepatitis A causes few problems if 
proper hand washing techniques are used. Hepatitis non-A and non-B are 
generally related or acquired following a blood* transfusion. Hepatitis B, 
caused by a virus is one of the major occupational hazards of health workers. 
Health workers who are high risk for hepatitis B are those exposed to body 
serums and blood; this group includes emergency medical service personnel. 

Comparison of Type A and B Hepatitis 

Type A Type B 

Transmission Fecal-Oral (usually food or Blood (evidence of oral 

water and sexual spread via 

mucous membrane) 



Precautions 



Enteric precautions 



Blood precautions 



Persons at People who have never had 

Risk the disease, low socioeconomic 

groups 



Health personnel, homo- 
sexuals, heroin users 



Prevention Environmental and hygienic 

of Spread control; hand washing 



High risk personnel, 
emphasis on careful 
technique when handling 
blood 



Carriers 



Symptoms 



No 



Yes , may not even know 
they are carriers 



Wide variation from mild to severe nausea, anorexia, jaundice, 
joint pain, cold-like symptoms, rash, mild to severe flu-like 
symptoms. Hepatitis B can result in death. 



Prevention Gamma Globulin for close 

contacts 



Hyperimmune globulin after 
exposure (vaccine required 
by OSHA) 



PREVENTING HEPATITIS B 
Awareness- -know who is at risk 
Use precautions when dealing with blood and body fluids 
Carefully handle needles and blunt instruments 
Wash hands carefully and use other precautions 
Get vaccine if susceptible 
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Lesson 20 
FACT SHEET 

OSHA BLOODBORNE PATHOGENS FINAL STANDARD 
Sununairy of Key Provisions 

Purpose : Limits occupational exposure to blood and other potentially 
infectious materials since any exposure could result in transmission of 
bloodbome pathogens which could lead to disease or death. 

Scope : Covers all employees who could be "reasonably anticipated" as the 
result of performir^ their job duties to face contact with blood and other 
potentially infectious materials. OSHA has not attempted to list all 
occupations where exposures could occur. ' "Good Samaritan" acts such as 
assisting a co-worker with a nosebleed would not be considered occupational 
exposure . 

Infectious materials Include semen, vaginal secretions, cerebrospinal fluid, 
synovial fluid, pleural fluid, pericardial fl^iid, peritoneal fluid, amniotic 
fluid, saliva in dental procedures, any body fluid visibly contaminated with 
blood and all body fluids in situations where it is difficult or impossible to 
differentiate between body fluids. They also include any unfixed tissue or 
organ other than intact skin from a human (living or dead) and human 
immunodeficiency virus (HIV) containing cell or tissue cultures, organ 
cultures and HIV or hepatitis B (HBV) --containing culture medium or other 
solutions as well as blood, organs, or other tissues from experimental animals 
infected with HIV or HBV. 

Exposure Control Plan : Required employers to identify « in writing , tasks an 
procedures as well as job classifications where occupational exposure to 
blood occurs - -without regard to personal protective clothing and equipment. 
It must also set forth the schedule for implementing other provisions of the 
standard and specify the procedure for evaluating circumstances surrounding 
exposure incidents. The plan must be accessible to employees and available to 
OSHA. Employers must review and update it at least annually- -more often if 
necessairy to accommodate workplace changes. 

Methods of Compliance : Mandates universal precautions (treating body fluids/ 
materials as if infectious) emphasizing en^^ineering and work practice 
controls . The standard stresses hand washing and requires employers to 
provide facilities and ensure that employees use them following exposure to 
blood. It sets forth procedures to minimize needlesticks , minimize splashing 
and spraying of blood, ensure appropriate packaging of specimens and regulated 
wastes and decontaminate equipment or label it as contaminated before shipping 
to servicing facilities. 

Employers must provide, at no cost, and require employees to use appropriate 
personal protective equipment such as gloves, gowns, masks, mouthpieces and 
resuscitation bags and must clean, repair and replace these when necessary. 
Gloves are not necessarily required for routine phlebotomies in volunteer 
blood donation centers but must be made available to employees who want them. 
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The standard requires a written schedule for cleaning , identifying the method 
of decontamination to be used, in addition to cleaning following contact with 
blood or other potentially infectious materials. It specifies methods for 
disposing of contaminated sharps and sets forth standards for containers for 
these items and other regulated waste. Further, the standard includes 
provisions for handling contaminated laundry to minimize exposures. 

HIV and HBV Research Laboratory and Production Facilities : Calls for these 
facilities to follow standard microbiological practices and specifies 
additional practices intended to minimize exposures of employees working with 
concentrated viruses and reduce the risk of accidental exposure for other 
employees at the facility. These facilities must include ^required containment 
equipment and an autoclave for decontamination of regulated waste and must be 
constructed to limit risks and enable easy clean up. Additional training and 
experience requirements apply to workers in these facilities. 

Hepatitis B Vaccination : Requires vaccinations to be made available to all 
employees who have occupational exposure to blood within 10 working days of 
assignment, at no cost, at a reasonable time and place, under the supervision 
of licensed physician/licensed health care professional and according to the 
latest recommendations of the U.S. Public Health Service (USPHS) . 
Prescreening may not be required as a condition of receiving the vaccine. 
Employees must sign a declination form if they choose not to be vaccinated, 
but may later opt to receive the vaccine at no cost to the employee. Should 
booster doses later be recommended by the USPHS, employees must be offered 
them. 

Post" Exposure Evaluation and Fo11ow-up : Specifies procedures to be made 
available to all employees who have had an exposure incident plus any 
laboratory tests must be conducted by an accredited laboratory at no cost to 
the employee. Follow-up must include a confidential medical evaluation 
documenting the circumstances of exposure, identifying and testing the source 
Individual if feasible, testing the exposed employee's blood if he/she 
consents, post-exposure prophylaxis, counseling and evaluation of reported 
illnesses. Health care professionals must be provided specified information 
to facilitate the evaluation and their written opinion on the need for 
hepatitis B vaccination following the exposure. Information such as 
employee's ability to receive the hepatitis B vaccine must be supplied to the 
employer. All diagnoses must remain confidential. 

Hazard Communication : Requires warning labels including the orange or 
orange-red biohazard symbol affixed to containers of regulated waste, 
refrigerators and freezers and other containers which are used to store or 
transport blood or other potentially infectious materials Red bags or 
containers may be used instead of labeling. When a facility uses universal 
precautions in its handling of all specimens, labeling is not required within 
the facility. Likewise, when all laundry is handled with universal 
precautions, the laundry need not be labeled. Blood which has been tested and 
found free of HIV or HBV and released for clinical use, and regulated waste 
which has been decontaminated, need not be labeled. Signs must be used to 
identify restricted area s in HIV and HBV research laboratories and production 
facilities. 
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Information and Training : Mandates training within 90 davs of effective 
date, initially upon assignment and annually - ^employees who have received 
appropriate training within the past year need only receive additional 
training in items not previously covered. Training must include making 
accessible a copy of the regulatory text of the standard and explanation of 
its contents, general discussion on bloodborne diseases and their 
transmission, exposure control plan, engineering and work practice controls, 
personal protective equipment, hepatitis B vaccine, response to emergencies 
involving blood, how to handle exposure incidents, the post-exposure 
evaluation and follow-up program, signs/labels/color-coding. There must be 
o pportunity for questions and answers , and the trainer must be knowledgeable 
in the subject matter. Laboratory and production facility workers must 
receive additional specialized initial training . 

Recordkeeping : Calls for medical records to be kept for each employee with 
occupational exposure for the duration of employment plus 30 years must be 
confidential and must include name and social security number; hepatitis B 
vaccination status (including dates); results of any examinations, medical 
testing and follow-up procedures; a copy of the health care professional's 
written opinion; and a copy of information provided tc the health care 
professional. Training records must be maintained for three years and must 
include dates, contents of the training program or a ^summary, trainer's name 
and qualifications, names and job titles of all persons attending the 
sessions. Medical records must be made available to the subject employee , 
anyone with written consent of the employee, OSHA and NIOSH--they are not 
available to the employer. Disposal of records must be in accord with OSHA's 
standard covering access to records. 

Dates : Sets effective date 90 days after publication in the Federal 
Register. Exposure control plan must be completed within 60 davs of the 
effective date. Information and Training requirements take effect 90 days 
following the effective date. And the following other provisions take effect 
120 days after the effective date: engineering and work practice controls, 
personal protective equipment, housekeeping, special provisions covering HIV 
and HBV research laboratories and production facilities, hepatitis B 
vaccination and post-exposure evaluation and follow-up and labels and signs. 
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Lesson 20 

CRIMINAL CODE REVISION - SEXUAL ABUSE SECTION 
as passed by Iowa Legislature in 1976. 

Effective January, 1978. 

DIVISION IX 

SEXUAL ABUSE 

Section 901. NEW SECTION . SEXUAL ABUSE. Any sex act between persons is sexual 
abuse by either of the participants when the act is performed with the other 
participant in any of the following circumstances: 

1. Such act is done by force or against the will of the other. In any 
case where the consent or acquiescence of the other is procured by threats of 
voilence toward any person, the act is done against the will of the other* 

2. Such other participant is suffering from a mental defect or incapacity 
which precludes giving consent, or lacks the mental capacity to know the right and 
wrong of conduct in sexual matters. 

3. Such other participant is a child. 

Sec. 902. NEW SECTION . SEXUAL ABUSE IN THE FIRST DEGREE. 
A person commits sexual abuse in the first degree when in the course of committing 
sexual abuse the person causes another serious injury. 

Sexual abuse in the first degree is a class A felony. 
Sec. 903. NEW SECTION . SEXUAL ABUSE IN THE SECOND DEGREE. 
A person commits sexual abuse in the second degree when the person commits sexual 
abuse under any of the following circumstances: 

1. During the commission of sexual abuse the person displays in a threatening 
manner a deadly weapon, or uses or threatens to use force creating a substantial 
risk of death or serious injury to any person. 

2* The other participant is under the age of twelve. 

3. The person is aided or abetted by one or more persons and the sex act is 
committed by force or against the will of the other participant. 
Sexual abuse in the second degree is a class B felony. 
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Sec. 904. NEW SECTI ON. SEXUAL ABUSE IM THE THIRD DEGREE. 
Any sex act between persons uho are not at the time cohabitinq as husband and - _ 

wife is sexual abuse in the third degree by either of the participants when the 
act is performed with the other participant in any of the following circumstances: 

1. Such act is done by force or against the will of the other. 

2. The other participant is suffering from a mental defect or incapacity 
which precludes giving consent, or lacks the mental capacity to know the right and 
wrong of conduct in sexual matters. 

3. The other participant is a child. 

4. The other person is fourteen years of age but less than sixteen years of 
age and the defendant is a member of the same household as the victim, the defendant 
is related to the victim by blood or affinity to the fourth degree, or the defendant 
Is in a position of authority over the victim and used this authori^/ to coerce the 
victim to submit. 

Sexual abuse in the third degree is a class C felony. 

Sexual abuse in the fourth iegree is a class 0 felony. 

Sec. 905. NEW SECTION . RESISTANCE TO SEXUAL ABUSE. 
Under the provisions of this division it shall not be necessary to establish physical 
resistance by a participant in order to establish that an act of sexual abuse was 
coiranitted by force or against the will of the participant. However, the circumstances 
surrounding the conmission of the act may be considered in determining whether or not 
the act was done by force or against the will of the other. 

Sec. 906. NEW SECTION . JURY INSTRUCTIONS FOR OFFENSES OF SEXUAL ABUSE. 
No instruction shall be given in trial for sexual abuse cautioning the jury to use 
a different standard relating to a victim's testimony than that of any other witness 
to that offense or any other offense. 
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Sec. 907. NEW SECTION . DETENTION IN BROTHEL. 
Any person who, by force, intimidation, or false pretense entices another who is 
not a prostitute to enter a brothel with the intent to causa such other to become 
an inmate thereof, or who detains anoti)er, whether a prostitute or not, in any 
brothel, against the will of such other, with the intent that such other engage in 
prostitution therein, commits 9 class C felony. 

Sec. 908. NEW SECTION . LASCIVIOUS ACTS WITH A CHILD. 
It is unlawful for any person eighteen years of age -or older to perform any of the 
following acts with a child with or without his or her consent unless married to 
each other, for the purpose of arousing or satisfying the sexual desires of either 
of them: 

1. Fondle or touch the pubes or genitals of a child. 

2. Permit a child to fondle or touch his or her genitals or pubes. 

3. Solicit a child to engage in a sex act. 

4. Inflict pain or discomfort upon a child or permit a child to inflict pain 

or discomfort on him or her. 

Any person who violates a provision of this section shall, upon conviction, be 

guilty of a class D felony. 

Sec. 909. NEW SECTION . INDECENT EXPOSURE. 

A person who exposes his or her genitals or pubes to another not his or her 
spouse, or who conmis a sex act in the presence of or view of a third person, commits 
a serious misdemeanor, if: 

1. The person does so to arouse or satisfy the sexual desires of either party; 
and 

2. The person knows or reasonably should know that his act is offensive to the 
viewer. 

Sec. 910. NEW SECTION . COST OF MEDICAL EXAMINATION IN CRIMES OF SEXUAL ASSAULl 
The cost of a medical examination for the purpose of gathering evidence and the 

cost of treatment for the purpose of preventing veneral disease shall be borne by the 

state department of health. 
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DEFINITIONS OF TERMS IN SEXUAL ABUSE SECTION 

1. Sec^ 205* NEW SECTION . CHILD 

For purpose of this act, unless another age is specified, a child is any 
person under the age of 14 years* 

2. Sec. 217. NEW SECTION . SEX ACT 

The term "sex act" or "sexual activity" means any sexual contact between two 
or more persons by penetration of the penis into the vagina or anus, by contact 
between the mouth and genitalia, or by contact between the genitalia of one 
person and the genitalia or anus of another person or by use of artificial 
sexual organs or substitutes therefore in contact with genitalia or anus. 

3. Sec. 211. NEW SECTION . FORCIBLE FELONY 

A forcible felony is any felonious assault, murder, sexual abuse, kidnapping, 
robbery, arson in the first degree, or burglary in the first degree. 
PENALTIES 

Sec. 201. NEW SECTION . CLASS A FELONY 

Upon a plea of guilty, a verdict of guilty, or a special verdict upon which a judgemen. 
of conviction of a class A felony may be rendered, the court shall enter a judgement oi— - 
conviction and shall commit the defendant into the custody of the director of the 
division of adult corrections for the rest of his life. Nothing in this chapter per- 
taining to deferred judgement, suspended sentence or probation shall apply to a class A 
felony, and no person convicted of a class A felony shall be released on parole unless 
the governor commutes the sentence to a term of years. 
Section 209 

A class B felon shall be confined for no more than 25 years. 

A habitual offender shall be confined for no more than 15 years. 

A class C felon, not a habitual offender, shall be confined for no more than 10 

years, and in addition may be sentenced to a fine of not more than five thousand 

dollars. 

A class D felon, not a habitual offender, shall be confined for no more than five 

years, and in addition may be sentenced to a fine of not more than one thousand dollars. 
For a serious misdemeanor, imprisonment not to exceed one year, or a fine not to 
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uB^ta exceed one thousand dollars, or both. 
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Responding to an unexpected infant death 



by Connie Guist, RN 

It happens 6,000 to 7,000 times each 
year in the United States, about 150 times a 
year in Wisconsin, A parent or caregiver 
puts an apparently healthy infant down to 
sleep« Sometime later, the infant is found 
lifeless, with no clues as to why. The 
family responds with shock, denial, an 
ovuiwhulmiug siouiic of guilL aud jirict . By 
providing knowledgeable and compassionate 




care, the prehospital care provider can make 
a difference in how the family will view this 
devastating experience. 

The immediate need of the family is for 
action. They only know that something is 
terribly wrong. Their child is either dead 
ur dying, Ti> the lliiiC cure provldcrti i>u i lie 
scene, the situation may seem overwhelming. 
The family is clinging to the hope that 
something can be done for their infant, even 
if the infant is obviously dead. There is 
probably little or nothing a care provider 
can do for the infant. The provider will 
have to deal with a wide range of reactions, 
from numb shock to violent hysteria. 

When you arrive at the scene, make no 
assumptions as to what is wrong with the 
infant or why the infant may have died. The 
only thing that is known for sure is that the 
infant is dead or has experienced an unex- 
plained life-threatening event. To assume 
the infant died of SIDS (sudden infant death 
syndrome or crib death) is premature. An 
autopsy car. determine the actual cause of 
death by identifying an infection, a birth 
dfcfect an injury, neglect or abuse or SIDS, 

By following some basic guidelines, the 
prehospital care provider can assure that 
everything possible has been done for the 
infant and family. These guidelines include 
following the rules and regulations of your 
department or agency, assessing the situation 
and identifying what is needed and looking 
for clues from the family^ Questions should 
be asked in a non-threatening, non-accusatory 
manner. 



(continued on page 3) 



ERLC 



201 



20-23 



-:EMERGENCV UPDATE: 



H Unexpected infant death 

Every responding agency or department has 
specific rules and regulations about respond- 
ing to a pulseless, non-breathing victim. 
These same rules apply in this situation* A 
key element to consider is when and by whom 
life support measures were initiated. If 
CPK has been started, these measures are 
continued. Even if the infant is obviously 
dead, continue CPR until medical personnel 
have declared death. 

Another key element to determine is when, 
and by whom transport will occur, and whether 
the coroner or medical examiner have been 
called. It is best to be familiar with the 
protocol for these issues prior to an 
emergency. Remember, there is no routine way 
CO respond to this situation but there are 
routine guidelines to follow. Each is unique 
and requires professional, individual assess- 
ment as to what is needed. 

Often there is little that can be done 
for the infant. Family members then require 
your attention. Reactions to an infant's 
death will be as individual as they are. Do 
not misinterpret or read into these reactions. 
The care providers will have to be prepared 



to deal with the wide range ot responses* 
Several suggestions to help you deal with 
family members are: 

— Act in a calm, efficient manner, 
exhibiting kind concern* 

— While in the home, make family .feel as 
if everything that can be done is bein 
done . 

— Explain what you are doing, where you 
are t-aking the infant and what will 
happen next* 

— Avoid casual comments that may be over 
heard and misinterpreted by the family 

In the emergency room: 

— Keep family informed of the infant's 
status* 

— Small, nonverbal gestures that reflect 
caring are helpful and well received, 
such as calling someone for them, sit 
with them, offer a sympathetic ear* 

— Allow and encourage the family to see 
and hold the infant again after death. 

(continued on page 4) 
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SUDDEN INFANT DEATH SYNDROME 


WHO 


apparently normal, healthy infants 

all races, religions, nationalities, economic levels 


WHAT 


# 1 cause of death between 1 week i 12 months of age 

a definitive medical entity determined by autopsy 

at least as old as the Old Testament (I Kings 3:19-21) 


WKEN 


occurs usually during a sleeping period 
peak incidence between 2 5 months of age 


WHERE 


anywhere 

under anyone's care 


WHY 


remains a mystery 

may have more than one caui:fi 


HOW 
OFTEN 


2 per 1 ,000 live births 

6,000 • 7,000 annually in U.S. 


Because of the nature of SIDS. no single test has been discovered to 
identify which infants will succumb; therefore, there is no general 
means of prediction or prevention. 202 
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Some basic facts about SIDS 

SIDS is a definite medical entity and is 
the major cause of death in infants after 
the first month of life. 

• SIDS victims appear to be healthy prior to 
death. 

• At this time SIDS cannot be predicted or 
prevented) even by a physician* 

• There appears to be no suffering; death 
occurs very rapidly, usually during periods 
of sleep. 

What SIDS is not 

• SIDS is not caused by external suffocation* 

• SIDS is not caused by vomiting and choking. 

• SIDS is not contagious. 

• SIDS does not cause pain or suffering to 
the infant. 

• SIDS cannot be predicted. 

• SIDS cannot be prevented. 



Unexpected infant death 

They need an opportunity to grasp the 
reality of the situation and to say 
goodbye . 

— Give parents permission to do what they 
need to do. Remember, although you may 
have previous experience with this type 
of situation, chances are that this is 
new to the family. They do not knov? 
what they are allowed to do at this 
time* 



relative. The way questions are asked may 
increase the feelings of guilt- Remember, 
an investigation is to determine what 
happened to the infant, not what the parents 
did or didn't do. An easy way to avoid this 
is to not use "Did you..." when asking 
questions* Examples: 

Ask - What time was the baby (Use name 

when possible) put to bed? 
Not - When did you put. the baby to bed? 

Ask - When did the physician last see 
the baby? 

Not - When did you take the baby to the 
doctor last? 

Ask - What time was the baby last fed/ 

seen alive? 
Not - What time did you feed the baby/ 

check the baby? 

Much of the information needed can be 
obtained by just allowing the parents to talk 
and actively listening to them. By avoiding 
accusatory questions, the parents will feel 
supported. They will not have their feelings 
of guilt reinforced* 

Responding to an infant's death is 
difficult for all involved, including the 
prehospital care provider. You will survive 
this tragedy by being knowledgeable, recog-- 
nizing the responses of the family, identify- 
ing and acknowledging your own feelings and 
response to the situation and acting in a 
compassionate, professional, caring way. 

The time that a prehospital care provider 
will spend with the family may be brief, but 
it can greatly influence how the family will 
deal with the infant's death long after the 
initial crisis is over* 



Connie Guist, RN, is the past field 
coordinator for the Wisconsin Sudden Infant 
Death Syndrome Center, Milwaukee, WI* 



— Validate their feelings. Tell them 
it's okay to be mad, sad, afraid, even 
to feel guilty. They need to know 
what they are feeling is normal. 

Asking questions about the infant and 
what happened is never easy. It is more 
difficult when asked of young parents, a 
babysitter, day care provider or other 
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Lesson 20 



RECOGNIZING CHILD ABUSE 



Abuse is one of the leading causes of children's death in the United States. 



Definition: Deliberate and willful injury of a child by a caretaker. 

Involving hostile aggressive physical treatment such as 
hitting, burning, tying, etc. Child neglect can be considered 
a passive form of abuse. 



Categories: 1. Physical: children have cuts, bruises, burns. 

2. Sexual: Incest, exploitation (prostitution, etc.). 

3. Neglect: Failure to feed, shelter, cloth. 

4. Failure to thrive: Caloric and maternal deprivation. 

5. Emotional: verbal abuse, belittling. 



Characteristics : 

1. Interaction between parent and child. Child often assumes 
the role of the parent. 

2. Consistent history of accidents with injury. Unusual 
stories regarding how accidents happened. 

3. Is there evidence of other injuries- -old bruises, broken 
bones, cuts, etc. 

4. How many trips has child had to hospital emergency room - 
in. same city, other hospitals. 

5. Does the child have other disabilities - was the child born 
premature? 

6 . Abused children often fear being tou,*^.hed and prefer to be 
left alone. 



Intervention: It is important that emergency care personnel recognize abused 
children because eventually they have contact with the 
Emergency Care System. Most states require abuse be reported 
by health care providers. Early detection can lead to 
treatment and prevention of further/future abuses. 



Summarized from article: McCracken, Janice in Emergency Care . 
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DEVELOrMENTAL DISABILITIES 



I Developaental Disability 

A. Severe, chronic disability 

1. Attributed to a mental or physical impairment of 
combination 

2. Is manifested before the person is 22 

3. Is likely to continue indefinitely 

4. Results in substantial functional limitations in three or 
more of the following areas of life activitv. 

a. Self care 

b. Receptive and expressive language 

c. Learning 

d. Mobility 

e. Self-direction 

f. Capacity for independent living 

g. Economic self-sufficiency 

5. Reflects the person's need for a combination and sequence 
of special, interdisciplinary or generic care, treatment 
or other services which are lifelong or extended 

II Incidence 

A. There are nearly 4 million persons in U,S, with such disabil- 
ities 

Largest number are persons with mental retardation 
!• Classification 
a. Low Normal 
b- Mild 

c. Moderate 

d. Severe 

e. Profound 
2. Behaviors 

a. Difficulty comprehending 

b. Difficulty communicating 

c. Often have accompanying physical problems 

III. Disruptive Behaviors in Persons with Developmental Disabilities 

A. Small number of persons with DD have disruptive behaviors 

B. Types of Disruptive Behaviors 
!• Self injurious behavior 

2. Aggressive behavior towards others 

C. Dealing with the persons with D.D. 

!• Remain calm - speak slowly and clearly 

2. Approach and respond normally 

3. Do not threaten or bargain with 

4. Be consistent 
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Lasson 21 

Emergency Childbirth 



I Introduction 



ObiMtlvM 



Ovonrtaw Of 
LtMon Contents 



A Childbirth can be an emergefxiy event and knowtedge of appropriate procedures will 
permit better care of both patient and baby. The lesson covers nomial and abnormal 
births and provides for students to practice skills in assisting in deliveries and canng for 
the mother and the newborn. 

At the condusion of Lesson iCI, the instnjctor will have ^-ovided sufficient irsformation, 
demonstration, and practice to the student to ensure his/her ability to: 
—Identity on a diagram the following: 



--Placenta 

--^UmbiHcal Cord 
—Amniotic sac 
—Perineum 



—3 stages of labor 
—Presenting part 



—Uterus 
— Cennx 
—Vagina 
—Fetus 
-Define: 
-Miscarriage/abortion 
—Bloody show 
—Crowning 

—List and state purpose of emergency OB Wt. 

—List pre-delivery emergencies and state their emergency care. 

-'List 3 indications of an imminent delivery. 

-Ust steps involved in pre<Jelivery preparation of mother. 

—List steps to assist in the deHvery. 

-Oescnbe (demonstrate) care of baby as soon as head appears. 

-Demonstrate infant resuscitation procedures (including use of oxygen). 

-Describe how/when to cut cord. 

—List steps to assist in delivery of placenta. 

—List steps in the care of mother post delivery. 

— Usi Special considerations for multiple births. 

-Define premature baby and describe special considerations for care o^ 
—Describe/demonstrate procedures for: 

—Breech birth 

-Prolapsed cord 

—Arm/leg presentation 
—List steps in care of mother with excessive bleeding. 



Relevant Anatomy* PhyalologV And Tenne 

• Fetus 

• Uterus 

• Birth Canal 

• Placenta (Afterbirth) 
« UmbiHcai Cord 

• Amniotic Sac (bag of water) 

• Cervix 

• Vagina 

• Perir>eum 

• Crowning 
Pr»4Mlvery Emerflenclee 

For Convulalones Resulting from epilepsy or 
Place mother on side. 



"Bloody Show" 
Labor 

• First Stage 

• Second Stage 

• Third Stage 
Presenting Part 
Abortion 

> Live Birth Certificate 
» Fetirf Death Certificate 



toxemia, the EMT should: 
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Upon regaining contaousness. elevate shoutdera and head. 
Give oxygen. 

For Heart/Lung Complleatlona the patient should be given oxygen. 
If the patient is Hemorrtiaglngi procedures are: 

Oo Not examine vaginaUy. 

Administer oxygen. 

Maintain txxly temperature. 

Encourage mother to lie on her side. 

Pneumatic counter pressure device may be used (tegs only) if indicated. 
INITIAL CONSIDERATIONS 

It is generally best to transport the mother unless the delivery is expected in a few 
minutes. 

To detennine when the delivery 19 expected ask: 

Has the mother had a baby before? 

Does she feet she has to strain or move her bowels? 

is the vagina bulging or is baby crowning? 
Precautions indude: 

Look, do not touch. 

Oo not let mother go to bathroom. 

Oo not hold mother's legs together. 
NORMAL DELIVERY. Procedures are: 

Have mother tie with knees drawn up and spread apart. If in automobile* have 
. mother place one foot on the floortX)ard. 

Place sheet. t)lanket. or newspaper under buttocks to lift them about 2 inches off the 
surface. 

Fold stehle towel and place under buttocks. 

Place another stenle towei on patient's atxlomen and one on surface t>elow opening 
of vagina. 

When the baby's head appears, place the fingers of the gloved hand on its head 
and exen VERY GENTLE pressure. 

If the amniotic sac does not break, use damp to puncture sac and push sac away 
from baby's mouth and nose. 

When the head is txxn. check if umbilicat cord is around neck; slip over shoulder or 
damp, cut and unwrap. 

Place har)d under baby's head for support and suction baby's mouth two or three 
ttmea and each nostril once. 

As the atsdomen and hips are born, place the other hand under those parts«-there 
are now two hands supporting the baby. 
When feet are born, grasp feet 

Wipe blood and mucus from mouth and nose with a stehle gauze, suction mouth 
and nose again. 

Wrap baby in a blanket and place on its side, head slightly lower than trunk. 
Clamp, tie and cut umbilical cord. 
Massage uterus. 

Observe mother for delivery of placenta^few to 30 minutes; if over 20 minutes, 
transport. If heavy bleeding, transpon. Massage uterua^ administer oxygen, place 
sterile pad over vagina. 
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Whan delivered, wrap placenta in toweJ and put in plastic tag; 1/2 pint blood 
normal. Place sterile pad over vaginal opening, lower mother's legs, help her hold 
them together. 

Record fime of delivery and transport mother, baby and placenta to hospital. 
Note: It baby does not deliver after 20 minutes of contractions every 2 to 3 minutes, 
transport immediately. 
RESUSCITATION OF THE NEWBORN. Procedures are: 
Suction airway as pre^^mxtsiy described. 
Lay baby on side, head tower thsn body. 
Snap index finger against bottom of feet; if no response: 
Apply GENTLE mouth-to-mouih/nose resusatation. 
Continue resuscitation until breathing starts; then oxygen. 
Initiate cardiopulmonary resuscitation if no pulse after 2 minutes. 
Continue cardiopulmonary resusatation until baby breathes or is pronounced dead 

by a physician. 
BREECH DELIVERY. Procedures are: 

Make same preparations as for normal delivery. 

Allow buttocks and trunk to deliver spontaneously. 

Support legs and trunk. 

Allow head to deliver spontaneously. 

If head does not deliver in 3 mmues. transport immediately. Do not pull baby ou. 
Provide airway. 

After head delivers, continue as in normal birth. 
If only foot or arm protrudes, transport to hospital immediately. 
Prolapsed Cord. Procedures are: 

Put mother in shock posiUon-legs elevated, give oxygen, keep hips elevated. 
Wrap a stenle towel around the visible portion of the cord. Do ^''^ '^^J''?'^^ 
pr^ure on cord. The baby may have to be supported to relieve pressure on the 

cord. 

Transport immediately. 
Exeeaelve Bleeding, (more than 5 soaked pads). Procedures are: 
Prevent shock. 

Pneumatic counter pressure device may be useful. 
Place stenle sanitary napkin at opening of vagina; save blood-filled pads. 
Do not hold legs together or pu hand or anything in vagina. 
Presen/e any tissue passed. 
Transport immediately. 
Abortion (Miscarnage). Procedures are: 
Prevent Si^ock. 

Pneumatic counter pressure device may be useful. 
Immediately transport. ^ 
Save any passed tissue. 
Multiple Birth-procedures are the same as (or single births. 

''''Slill^^^^^ thinner, smaller and redder than a full-temi baby with a 

reiativety large head. 
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Care 

• Kmp the baby warm. 

• Keep i!t\e mouth and throat clear of fluid and mucus. 

• Ensure cord does not bleed. 

• Administer oxygen. 

• Don't \ntecx infant. 

• Alert hospital. 

Premature infant Carrier. Procedures are: 

• Fill hot water bottles, cover and place in carrier. 

• Wrap infant in blanket or napkin. 

• Make sure earner is secure in ambulance. 

Study Suggestions 1. You are transpating an expectant mother to the hospital when she starts to 

convulse. Oescnbe how you would care for her. 

2. You nave arnved at the scene and find the expectant mother straining as if she has 
to move her bowels. What would you do? 

3. If an obstetncal manikin is avail^e, practice procedures involved In normal and 
breech deliveries. Have a classmate maneuver the infant manikin. 

4. Identify ait equipment and matenals required for delivery of a baby and descnbe 
their use. 

5. Descnbe what is meant by a prolapsed cord and the care you would provide In the 
event of such an emergency. 

6. You have assisted m the delivery of a baby. You have suctioned the infant's ain^vay 
but no respiration Is apparent. Explain what you would do. 

7. You have assisted in the delivery of a premature infant. Oescnbe how you would 
care for the infant before and during transport. 

8. The baby's head has delivered but the amniotic sac Is intaa. What would you do 
and why? 
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Lesson 21 

EMERGENCY CHILDBIRTH 

At the completion of this lesson, you should be able to define and use the 
following terminology correctly. 

Abortion 

Amniotic sac 

Bloody show 

Breech 

Caphalic 

Contraction 

Crowning 

Delivery 

Eclampsia 

False labor 

Fetal heart tones 

Fetus 

Labor 

LMP 

Meconium 
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Mucous plug 
Ova 

Perineum 
Placenta 

Placenta abruptio 
Placenta previa 
Premature 
Presentation 
Term 

Transition 
Umbilical cord 
Vemix 
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CHEAT SHEETS FOR THE COACH 



Early Labor 

1. Be calm and have confidence in yourself. RELAXATION TENDS TO SPREAD: 
your presence and companionship are your most important contributions. 

2. If contractions begin at night, urge her to get more sleep, you too. If 
they start during the day, help her to pass the time by walking. 

3. Most women prefer to sit in a comfortable chair during contractions of 
early labor, moving about for brief periods in betw^ien. It i£ not 
necessary to go to bed. 

4. The mother should not start her controlled breathing until she feels a 
definite need to. (You might practice with a few contractions to feel 
"ready".) Conscious relaxation with normal relaxed breathing is usually 
enough for the pre -active phases; if she needs to use breathing patterns 
right away, she must be in more advanced labor than the time alone would 
indicate . 

5. The first breathing pattern to use with Conscious Relaxation is slow 
chest breathing. Check for relaxed shoulders, slow even rate. Keep 
breathing as quiet as possible. 

6. Encourage fluids, remind to urinate hourly. No solid foods allowed; this 
includes milk. 

7. Be generous with words or praise and encouragement, any comfort measures. 

8. When the mother must concentrate fully on coping with contractions, it is 
time to go to the hospital. If the bag of water ruptures, GO TO THE 
HOSPITAL RIGHT AWAY! ! Do not wait for contractions to start. Drive 
carefully. If the trip is longer than 15 minutes, plan for her to lie on 
her side on the back seat, if your car allows. A pillow behind her back 
sitting in the front seat can be a comfort as it allows the uterus more 
room to contract . 

9. Knowing where to park, which entrance or elevator to use is all 
information gained from taking the hospital tour. Your preadmission form 
should be sent in ahead of time or at least filled out and brought with 
you to facilitate the registration process. 

10. The hospital staff will be interested to know that you have attended 
classes and prepared for labor together. Tell them if you plan to stay 
together for l^bor and birth. Tell each new nurse who attends you since 
she might not have been told. 

11. You should remain with the mother once you are in the hospital, 
especially if labor is advancing rapidly. You may be asked to wait until 
the "prep" is done, but do not go very far. It only takes 15-20 minutes 
at the most. 



Active Labor 

1. Contractions are definitely closer, stronger and more clear in pattern. 
The mother no longer wants to chat but becomes quiet and preoccupied with 
the work she is doing. Do not distract her with conversation, yours or 
anyones coming into the room. Contracts last only one minute; ask them 
nicely to please wait. 
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2. Keep the room the way she wants it- -temperature , lights, door open or 
closed. 

3. Assist in changing comfort positions every 1/2 to 1 hour. Remind her to 
exercise legs and feet between contractions when she is no longer walking 
around . 

4. Help her up to the bathroom oi onto a bedpan at least once every hour in 
active labor. Start as soon as the contraction is over to give her as 
much time as possible. 

5. Use comfort measures such as back rubbing, effeurage, warm soaks, moist 
wash'cloths , ice chips, holding her hand, as needed. Use the tools which 
work best for you. 

6. Offer frequent words of encouragement, e.g., "You're doing great!" 

7. Pace the contractions, count off the seconds in 15' s. Tell her if /when 
the contractions are receding. 

8. Watch for tension. Coach for relaxation even if you do not see any signs 
of tension. Keep breathing pattern EVEN and as SLOW as possible. 
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Ltsson 22 

Bums and Hazardous Materials 



Introduction Proper fTwnao«"^«nl of patients suftering from buns or exposure to hazardous matenalt 

can save lives and iirnt^ as well as minimize suffering, it is of critical importance that 
the EMT-A recognize hazardous matenai situations to protect himself and othr-s. 

Obiecttvee At the conclusion of Lesson nz, the instructor will have provided sufficient information. 

demonstrauon. and practice to the student, to ensure his/her ability to: 

• List 2 functions of skin. 

• Define and state 2 charactenstics each of 1st degree. 2nd degree, and 3rd degree 
burns* 

• Demonstrate knowledge of rules of 9*s by dividing picture of human body into 
appropnate areas. 

• List 3 examples of a critical/severe burn. 

• List 3 exampt.es of a moderate bum, 

• List 2 examples of a mina burn. 

• Ust 3 steps in management of chemical burns. 

• Ust precautions to take at scene of eiectncal burn. 

• List steps in treatment of eiectncal burn. 

• State the local agency responsit>ie for handling nuclear wastesAo be contacted in 
case of accidents involving nuclear radiation. 

• State how exposure to radiation affects severity of burns. 

• List 7 steps U) manage emergency scene involving hazardous material. 

Overview Of . Bume 

Leseon Contents Burns are classified by degree of damage to the skin. 

First-Degree Bums. In a first-degree burn, only the top layer of skin is burned and 
the skin becomes reddened. 

Second-Degree Bums. In a second-degree burn there is some damage to the 
dermis and charactensbcally the skin blisters. 

TtilnM>egree Bums. In a third-degree burn the entire thickness of the skin is 
burned down to the subcutaneous fat. The skin usually is dry. pale or white but may 
be brown or even charred. There is a loss of sensation in the area due to a 
destruction of nerve endings. 

The rule of nines provides a means of estimating the percentage of the body that is 

burned as follows: 





Adult 




Infant 




a. Heed 






18.0% 


(18%) 


b. Arms 


9%M. 


(18%) 


9.0% «a. 


c. Torso front 


18% 




18.0% 




d. Torso back 


18% 




18.0% 




e. Genitalia 


1% 




1.0% 


(27%) 


t. Legs 


18% aa. 


(36%) 


13.5% ea. 




100% 




100.0% 





2.16 
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The 690^^ 0* seriousness of a burn can be estimated from the following: 
Degree of the burn. 
Percentage ol body burned. 
Location ot the burn. 
Accompanying complications. 
Age of patient. 

Note: The general condition of the patient must also be considered. For example a 

moderate burn in an aged or critically ill person might be cntical. 
The toUowing burns are considered cntical: 

Burns complicated by respiratory tract injuries and giher major injuries or fraaures. 

Third-degree burns involving the cntical areas of the face, hands, feet and genitalia. 

Third-degree burns covering more than 10% of the body surface. 

Second-degree burns covenng more than 30% of the body surface. 
Moderate Bums are considered to be those: 

Third-degree burns of 2 to 10% of the body surface excluding face, hands, feet and 

genitalia. 

Second-degree burns of 15 to 30% of the body surface. 
First-degree burns of 50 to 75% of the body surface. 
The general condition of the patient must also toB considered. For example, a 
moderate burn in an aged or critically ill person might be serious. 
Management of burns should include: 

Stopping the burning process, removing smoldering clothing. 
Covenng with a dean dressing arKl maintaining body heat. 
Administering oxygen. 

NEVER use grease (e.g., butter, lard, vaseline) on a bum. 
For Chemical Buma the patients needs speedy access to water. 

Chemicals in contact with the skin should be washed off with copious amounts of 
water as clothing is being removed, with the exception of lime (which may be 
bmshed off the skin). 

For chemicals in the eye. the EMT may need to hold the patient's eye open for him 
and nnsing should continue tor up to 20 minutes. 

Eiectrtcai Buma can be more serious than they appear since they can penetrate 
the skin deeply; the burn commonly enters in one place and leaves the body m 
another so that there are two wounds. 

The major problem with electrical burns is respiratory and cardiac arrest. 

If there are fallen wires or other electncal hazards, the power company or 

appropriate rescue group should be summoned immediately. 

Unless the power company says the power is off, it should be assumed that it is on 

even though street lights are oft. 

Patients should be told to STAY IN THE VEHICLE. 

If there is a fire, they must jump from the vehicle (a child should be thrown from the 
vehtole). They must not make contact with the vehk:le and the ground 
simuttarteously. 
Radiation 

Radiation burns may be nuclear or sdar. Since sotar burns are basically sunburns 
they should be treated as any other tirsi or second degree burn. The remainder of 
the session vyill therefore be devoted to nuclear burns. 
Radiation is a form of energy transmission. 
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Ionizing radiation (alpha, beta and gamma rays) affects the body cells. 
Alpha and beta pamdes are dangerous only if swallowed or ,nhaied-they damage 
internal organs. 

Gamma rays ara very penetrating and dangerous. 
The amount of radiation damage depends on: 
Strength of the source. 
Type of radiation exposure. 
Duration of exposure. 
Area of body affected. 
Distance between person and source. 
Shielding betw^^sn person and source. 

If a hazardous radiation level exists, the patient should be removed from the area as 
Qu'ckT^^^^^ even if some of the rules of initial emergency care are violated. 
\i there is reason to suspect that there are radioactive matenals on the patient s or 
leS s cS^m^^^^^ be removed at the edge of the exposed area and 
disposed of in labeled metal containers with tight lids. 
Both EMT-A and patient should shower. ^ 
Standard decontamination procedures should be followed for EMT. patient and 
ambulance. The hospital snould be notified. 
HM«rdou» Materials are becoming a common problem. m 
The extent of the problem is unknown; however contact with hazardous matenals is 
far more likely than radiation exposure. 
' safety is the primary concern m managing a hazardous rr^aterial f 

pfS^ul^ns 1st be initiated to protect the EtvIT, the public and the patient. 

EMT-A 
Public 

Re^urces are available and should be used in hazardous material situations including: 
CHEMTREC 1-800-424-9300 

Hazardous Matenals: Emergency Response Guidebook 
(DOT P5800.2) (1980) 

be obtained from: 

Placards. 4 digit number 

ShiDDina oaoer. 4 digit number or name. 
Gener^proidures for controlling a hazardous materials situation include: 

Keep unnecessary people away 

Stay upwind, safe distance 

Isolate the area. 

DrLTnW Z «y P-o.«»«l v.* su,. and seH com.r,.d br.a,hin, apparatus. 
Avoid contact with the matenal 
Remove patient to safe zone. 

institute CPR and give oxygen as indicated, "r^^^^ ' J'^/'^.^^^^ 
If material contact has occurred, flush with water for at least 15 minutes. 
Remove and isolate contaminated material. 
O Decontaminate self, equipment and ambulance as directed. 
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Study SuggMtlont 1 . You have examined each patient (and questioned reiatives and/or bystanders as 

appropriate) and suspect that each is suttering from one of the conditions listed betow. 
Descritw what made you suspect each condition and how you would care for the 
patient. 

Radiation exposure. 
Hazardous material exposure. 

2. The patient has second-degree burns covering both legs. There is an open fracture 
of the tibia on the nght leg. How would you care for him? 

3. What would you do if your vehicle was exposed to gamma rays? 

4. Identify State or local agencies who can assist in a hazardous material response. 



219 



ERIC 



80 



22-5 

Lesson 22 

Upon completion of this lesson, you should be able to define and use the 
following terms correctly. 

Acid 

Alkali 

Arrhythmia 

Atom 

Blister 

Disfunction 

Drowning 

Environmental 

Exposure 

Hjrpothermia 

Radiation 

Shield 

Shivering 

Thermal 
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POISONING 



I, Primary Survey: Airway, Breathing, Circulation 

A. Check for safety of scene for you and your patient. (Is there 
some type of hazard present to indicate moving patient before 
proceeding with your exam)? 

B. Check scene quickly for evidence of poison source. 

C. Use pocket mask for rescue breathing if breathing assist is 
indicated. DONT POISON yourself. 

II. Secondary Survey: 

A. Ingested Poisons: 

1. Identify and estimate ai^ount of substance ingested. Take 
container along in to hospital with patient, when feasible. 

2. Contact your Medical Control facility as soon as possible 
with the substance ingested, so they can contact the Poison 
Control Center if it is indicated. 

3. Treat ONLY AS PER Medical Control's recommendations. 

4. BE ALERT for vomiting; protect airway and save vomitus. 

5. DO NOT induce vomiting unless directed to do so by 
Medical Control. 

B. Inhaled poisons: (If hazard of inhaled poison is still present, 
DO NOT ENTER SCENE without self-contained breathing 
apparatus)! 

L Remove patient to fresh air, administer 6-10 LPM oxygen 
per mask. 

2. Identify substance inhaled. 

3. Estimate duration of exposure to inhaled poison. 

4. Call your Medical Control immediately, and advise them of 
the nature of the problem and substance. 

5. Treat as per Medical ControPs recommendations and 
transport. 
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C. Absorbed Poisons: 

1. Identify contaminate! If it will be a hazard to you, use 
protective clothing and extreme caution. 

2. Flood skin with copious amounts of water and remove 
contaminated clothing, (EXCEPTION: if contaminate is 
dry lime, brush off powder well BEFORE rinsing), 

3. Call your Medical Control immediately, and advise them of 
the substance, this will allow them time to contact Poison 
Control if it is necessary. 

4. Treat as per Medical Control's recommendations, and 
transport. Be careful to protect yourself. 

D. Injected Poisons: 

1. BE ALERT for respiratory difncuhy in patient. 

2. Check for medical identirication device, and ask patient (if 
conscious) or family member for the history of allergies. 

3. Check patient for marks, rashes, or welts. 

4. Try to identify source of injected poison. 

5. Transport to hospital immediately, closely monitoring ' 
patient's vital signs en route. 

6. Notify hospital en route of your patient's problem and 
status. 

Special Poisoning Considerations: 
A. Poison in eye(s): 

1. Flood eye(s) with lukewarm water continuously for 15 
minutes or more. Have patient blink frequently during 
irrigation. 

2. Identify contaminant and contact Medical Control. 

3. After thoroughly rinsing, cover both eyes with moist sterile 
dressings and transport. 
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IV. Unconscious or semiconscious patient: 




A. Support respiratory effort if indicated. 



B. Administer oxygen per mask at 6-10 LPM. 
C Obtain accurate history of incident: 

1. Name and quantity of product or substance ingested, 
injected, inhaled, or absorbed. 

2. Duration of exposure/time elapsed since exposure. 

3. Pertinent medical history: chronic illness, conditions, 
medical problems within the last 24 hours, medications, etc. 

D. Transport patient; closely monitor vitals and patency of airway. 

E. Do not administer oral agents to any patient unless directed to 
do so by your Medical Control Facility. 




Basic Standard OpcraliitK Procedures • ADULT 
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Lesson 23 

Environmental Emergencies 



Introduction 



Ob|«ctlv#t 



Overview of Lesson 

Contents 



Exposure to the environment can lead to life-threatening medical problems. The EMT-A 
must be prepared to provide proper treatment in those situations caused by heat, cold 
and water. 

At the conclusion of Lesson #23. the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

• List 2 signs/symptoms of heat cramps. 

• List steps in emergency care of heat cramps. 

• List 3 signs/symptoms of heat exhaustion. 

• List steps in emergency care of heat exhaustion. 

• List 3 signs/symptoms of heat stroke. 

• List steps in emergency care of heat stroke. 

• List and define 5 ways the body loses heat. 

• Define hypothermia. 

• List 5 signs/symptoms of hypothermia. 

• List 3 steps in emergency treatment of a hypothermic patient when transport time is 
less than 30 minutes from a medical facility. 

• List 3 steps in emergency treatment of a hypothermic patient when transport time is 
greater than 30 minutes from a medical facility. 

• List signs/symptoms of frostbite. 

• List circurr.dtances when frostbite should not be thawed outside of a medical facility. 

• State the temperature at which water should be maintained when thawing frostbitten 
parts. 

' • List steps in emergency treatment of a drowning victim. 

• List 5 steps in care of patients with suspected diving-related problem(s). 

• Define air embolism (from diving). 

• r.>efine decompression sickness. 

• State how to contact nearest recompression chamber. 

Exposure to Heat 

A patient may suffer painful muscle spasms known as heat cramps in the extremities 
after strenuous exercise. 

The cramps will usually be relieved if the patient takes a salt solution. 

The most common illness caused by heat is heat exhaustion. 

The patient is usually weak, dizzy or faint, has a headache, no appetite and nausea. 

Vital signs are usually normal. He may appear gray and skin may be cold and 

clammy. 

It occurs when patient works hard in a hot environment. 

Muscles and heart need increased blood flow as does the skin. 

The patient should be treated as if he were in shock and should be transported to a 

medical facility if indicated. One liter of one-half strength electrolyte solution may be 

provided if the patient is conscious. 

In heat stroke, the patient's sweating mechanism has broken down and he is unable 
to lose body heat through the skin. 
Important signs are: 
Very hot. dry skin. 

Coma or a progressive deterioration of responsiveness. 

Very high body temperature. 
This condition is a true emergency. If body temperature rises too high, brain cells 
can be injured and the patient may die. 
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The body should be cooled in any way possible (e.g.. cold towels, air from a fan) 
while the patient is transported to a medical facility where they will likely give the 
patient an ice-water bath to lower the temperature. 
Exposure to Cold. 

There are five major ways in which the body loses heat: 
Conduction Respiration 
Convection Radiation 
Evaporation 

Gonoral Cooling of th« Body It Known at Hypothtnnia. 

Exposure to cold, snow or ice can result in a general cooling of the txxly that can 
go through the following five stages: 

Shivering— an attempt by the body to generate heat. (Does not occur below 90 

degrees (F).) 

Decreased muscle function— first, fine motor, then gross motor. 
Decreased level of consciousness. 
Decreased vital signs, slow pulse and slow respiration rate. 
Apparent death. 

Hypothermia is an acute emergency requiring immediate medical attention. Emergency 
care includes: 

If less than 30 minutes from medical facility: 
prevent further heat loss, 
handle with care. 
^ add heated oxygen, 
transport. 

If more than 30 minutes from a medical facility: 
prevent further heat loss, 
handle with care, 
add heated oxygen, 
rewarm patient, 
prepare for CPR. 
transport. 

With any hypothermia patients, always monitor respirations and pulse and provide 
pulmonary and cardiopulmonary resuscitation as required. Resuscitate all 
hypothermia patients. No one is considered dead until they are warm and dead. 
Local Cooling of the Body may result in frostnip or frostbite. 

When the body is subjected to excessive cold, the water in cells will freeze; the 
resulting ice crystals may even destroy the cells. 
It may be minor (frostnip). superficial, or deep. 

NEVER rub any condition of frostbite; the ice crystals in the tissue can cut and 
destroy cells. 

In frostnip there is a sudden blanching of the skin-the patient is usually unaware of 
it. 

The skin can be warmed by applying firm pressure with a hand (no rubbing) or 

other warm body part or by blowing hot breath on the spot. 
The skin in Suparflclal Frostblta appears while and waxy; it is firm to the touch but 
the tissue beneath is soft and resilient. 

Treatment includes providing dry coverage and steady warmth. 

Doop Frottblta occurs when there is actual freezing of the tissue. 
The skin is white and feels hard throughout. 
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This patient needs immediate hospital care. He should be kept warm and 
resuscitated as necessary. 
TrMtmtnt of deep frostbite includes: 
Rewarm the affected part by immersion in water 105 degrees (P). 

Administer oxygen. 
Maintain core temperature. 

Transport. , 
NOTE: Do not delay transport for rewarming. NEVER rub any condition of frostbite, 
the ice crystals in the tissue can cut and destory cells. 
Ntar Drowning 

In most drownings, little water enters the lungs since a laryngeal spasm occurs 
when foreign material is introduced into the larynx. 

Direct swimming rescue should be attempted only by personnel trained in lifesaving. 

Instead, floatable items should be thrown or pushed to the victim. 

Immediate pulmonary resuscitation is necessary-before patient is removed from 

water CPR must be delayed until the patient is on a hard, flat surface. 

If there is a possibility oi a diving accident, the patient should be removed from the 

water on a backboard. 

Pulmonary and cardiopulmonary resuscitation should be provided as required. 
All pulseless, non-breathing patients submerged in cold water less than 70 degrees 
(F) should be resuscitated. 
Diving Problems 

In addition to resuscitation problems, two ascent problems require recompression: air 
embolism and bends (decompression sickness). 
Air Embolism is caused when: 

Water pressure on the chest is rapidly reduced and air within the lungs expands. 
Too rapid expansion ruptures alveoli and damages adjacent blood vessels. A 
pneumothorax and air embolism can result. 
Signs include: 
Blotching or itching oi skin. 
Froth in nose and mouth. 
Pain in muscles, joints, tendons, abdomen. 
Difficult breathing -with chest pain. 
Dizziness and vomiting. 
Difficulty in seeing properly. 
Possible paralysis and coma. 
Care for air embolism patients: 
Provide basic life support and oxygen. 

Place patient on his left side with head and chest lower than feet. 
Transport to nearest emergency medical facility. 
Tiie Bends are caused when nitrogen is released into the system too quickly, 
in a rapid ascent, bubbles become larger and may obstruct the vessels in which 

they lie. . , 

SIGNS Signs range from minor skin rashes and joint pains to serious central 
nervous system complaints. It is called the bends since patient typically bends over 



from joint pain. 
Care procedures are: 
Provide basic life support with oxygen. 
O Transport to recompression chamber, g |^ Q 
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Pneumothorax may be caused by excessive pressure in the alveoli resulting in 
spontaneous rupture. 

Slgns/Symptome. include severe chest pain and dyspnea. Treat as for other 

pneumothorax. 

1 . The patient has been playing tennis at midday. He is dizzy and has a headache. His 
speech is slurred and he appears confused. List all possible conditions that might be 
wrong with the patient. What other signs or symptoms would you check for? How 
would you care for the patient? 

2. The patient fell asleep in the sun. He was wearing bathing trunks. He is shivering 
and has first-degree burns covering all exposed parts of his body. How would you care 
for him? 

3. An automobile accident is discovered at 6 a.m., evidence suggests that the accident 
occurred sometime the night before. The patient is unconscious and cold to the touch. 
Extrication and transport will require a 1 hour delay to the hospital. 

4. Describe the procedures for care of deep frostbite. 
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Lesson 23 
ENVIRONMENTAL EMERGENCIES 



At the completion of this lesson, you should be able to define and use the 
following terms correctly. 



Heat exhaustion 
Heat stroke 
Hyperthermia 
Hypothermia 
Frostbite 
Air embolism 
The bends 
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Lesson 24 

Psychological Aspects of Emergency Care 



Introduction 



ObiMtlVM 



Ovarvlsw of 
Lasson Contants 
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The EMT-A must be abie to communicate effectively with every patient to optimize care, 
Gertain patients present a difficult challenge to the communication process, speaal 
training and sIqIIs are necessary. Emerger>cy care situations may be very stressful. The 
EMT must assist patients, bystanders and himself to cope with such stress. 

At the conclusion of Lesson #24, the instructor will have provided sufficient information, 
demonstration and praaice to the student, to ensure his/her ability to: 

• Define communication 

• List 8 general principles of communication. 

• List 2 methods of applying general principles of communication with each of the 
following groups of patients: 

—Genatric —Non-English speaking 

—Pediatric -Mentally retarded/ 

—Deaf developrnentally 
—Blind disabled 

—The confused patient. 

e List 6 possible causes for patients displaying disruptive behavior. 

• Ust 4 step^: the EMT can take to stabilize a disruptive situation. 

• Demonstrate two methods of restraining and transporting patients in the ambulance. 

• Ust four possible responses that a patient's family member may have to sudden 
death. 

• List four possible responses that the EMT may have to sudden death. 

• List four possible responses the terminally ill patient may display, 

• List four possible responses the family of a terminally ill patient may display. 

• List four positive approaches the EMT may take to assist the patient of family in 
dealing with the effects of crisis. 

. List four responsibilities of the EMT-A when responding to suspected child abuse 

incidents. _ . 

. List four signs/symptoms which should lend the EMT to suspect child abuse. 

• List 8 signs/symptoms of EMT-A stress syndrome. 

e List 4 positive steps the EMT-A may apply to relieve stress. 

e List three responses the EMT's family and friends may display in times of stress. 

. List three possible methods of relieving stress among the EMT's family and fnends. 

Prlnctplaa of Communication. 

CommunlcaUon is: The act of expressing one's thoughts, needs and desires to 
another. 

Communication EWecttveneM may be increased by: 

• Making contact with patient. 

• Being direct and truthful. 

• Communicating at the correct level. 

• Being aware of nonverbal principles of communication. 
Patients Which May Present Communication Chailengee 

e Don't assume senility or lack of understanding with geriatric patients. Procedures 
include: 

• Use patient's name 

• Check for heanng deficit ^ 

e Allow time tor response ^o^ ? 

• Ask the patient what makes him most comfortable 

85 



24-2 



PMitetriG PMkinia 

May b« frightened or modest 
Move slowly and explain procedures in simple terms. 
AUow the child to retain crutch, i.e., toy, blanket. 
Be honest aboiA pain which may be caused by procedures. 
A p^ent or sibling may be useful to help calm the child. 
Use eye level contact. 
When dealing wtth Deaf Patienla. 

Determine if patient can read tips. If so: 

• Speak slowly. 

• Position self properly so that the patient can see you. 
Know and use common sign language representation for: 

• Sick. 

• Hurt and 

• Help 

In come cases written messages may be useful. 

When treating a blind patient determine if patient has heanng impairments. Don't 
shout or assume that the patient is also deaf. 
Explain incident and procedures in detail before initiating treatment. 
With NoivEngiiah Speaking Patients: 

• Determine level of understanding. 

• Use interpreter if available. 

• Use gestures. 

• Refer to written charts. 

When Caring for Confuaed or Deveiopmentally DIaatoied Patlenta, Proceduree 
Ineiude; 

• Determining level of understanding 

• Speaking at appropriate level 

• Waiting for delayed response 

• Speaking as you would to any adult 

• Evaluating understanding and re-expiain if necessary 

• Listening carefully 
DIaniptive Behavior 

Any behavior which presents a danger to the patient or others; or delays or prevents 
appropnate treatment is referred to as disruptive behavior. 
Caueee may include: 

• Stress response, i.e.. hysteria, aggression 

• Alcohol 

• Drugs 

• Neurological trauma 

• Melaboik: imbalance 

• Organic brain syrKlrome 

• Psychiathc disorders, i.e., paranoid schizophrenia, suicidal, etc. 
Qenerai Approach to Treatment 

Assess situation 

Protect self, patient and others 0 0/ 
Take charge of the situation ^ u 

Practice effective communication 

86 



24-3 



Don'ts in caring for patients displaying disruptive behavior. 

• Diagnose 

• Judge 

• Label 

• Isolate sett from team member* 
Do's 

• Describe behavior 

• Provide quality care 

• Protect yourself 

DEALING WITH THE EFFECTS OF CRISIS . 

CRISIS is a state of emotional turmoil which may develop over a long term or be 
caused by sudden disruption or stressful situationt 
Every emergency patient is in a potential crisis situation. 
SpecHic Criaie EvenU: 
Sudden Death 

Caused by Trauma. Acute illness. M.I.. Ruptured aneurisms. Diabetic emergencies. 
Renal failure. Sudden infart Death Syndrome, etc. 
The family response may include any of the following: 
Denial Delayed response 

Qujtt Physiological response 

Grief Nausea 
Hostility Vomiting 
Crying Shock 
The EMT's response may include feelings of: 
Helplessness Anger 
Guilt Frustration 
Avoidance 
Other response may include: 
Hyperdinical approach 
Nightmares 
Gallows humor or 
Physiological responses 
Treatment of Sudden Death 
Resuscitate panent unless obviously dead according to State or local protocol, e.g.. 

decapitation 

Avoid stock phrases such as: "everything will be all right 
Kmo the family informed, don't offer false hope, allow and accept emotional 
t^is;. tS clying. one EMT-A may touch and empathize with family while others 
care for the patient. 
TermlMl DImm* 

Causes of terminal diseases may indude: 
Aging, cancer, congenital defects, etc. 
The patients response to terminal Ulnesa follows the following pattern: 

Denial Depression 

Bargaining Acceptance 

Anger 

Family response may fall into the same range as above, patient s response 
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They may be prepared arKJ accepting 
The EMrs response may include feelings: 

inadequacy -or helplessness and may vary. 

depending on the age of the patient. 
Treatment of terminal disease problems: 

Attempt to assess whether the patient and family is prepared for death. 

Don't isolate the family 

Encourage the feelings of patient and family and allow for patient's dignity in the 
dying process. 

Resusotate according to State and local protocol. Generally written physician orders 
are r)ecessary to withhold resuscitation. 
Vletlme of Abuee 

Criminal activities including: 

Beatings Rape 

Spouse abuse Attempted murder 

Patient's response may be: 

Outrage Hysteria 

Disbelief Depression 

Withdrawal 

Treatment of victims of criminal acts pro 1e: 

Quality emergency medical care: con ensurate with injuries 

Maintain the chain of evidence, coope ite with taw enforcement officials. 
In sexual crimes don't allow the victi i to bathe, douche, urinate, etc. 
In treating the patient, disrupt or touc as little evidence as possible 
Quickly mark tx>dy position before mv 'ing the patient, if possible 

Provide emotional support and use a pr:'essior)al approach 

Be aware of and follow all reporting requirements 

Request speaalized professional assistance e.g.. rape counselors, etc. to help the 
patient. 

Child abuse is a widespread problem involving: 
5.000 deaths and 
15,000 reported incidents annually 

10% of all pediatric patients seen in the emergency room are victims of abuse and 
the problem knows no social or economic barners 
Types of abuse include: 

Physical beatings Failure to thrive 

Emotional Neglect 
Sexual 

The EMT-A must be alert for signs and symptoms including: 
Obvious wounds, particularly if they are bilateral 
Signs of other injuries in various Mages of healing 
Wounds not commensurate with the description of the incident 
Signs of malnutrition 
Child is unkempt 
Statements by the child 
Frequent calls to the same address 236 
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Treaunent of victims of child abuse require a calm approach. Procedures are: 
Maintain a high index of suspiaon. treat iri|uries. provide emouona) support 

Most importantly maintain a professional attitude 
Oon1 ludge 

Avoid anger and retaliation 

Maintain confidentiality 
Know and follow all reporting requirements 
STRESS RESPONSE BY THE EMT-A. 
Emergency care is a high stress occupation 
The EMT-A must recognize common signs and symptoms. 
These include: 

Irritability Wanting to quit 

Lack of enthusiasm Changes in appetite 

Chronic fatigue Physiological responses, headache, 

Feeling unappreciated ulcers, muscle aches, inability to 

Nightmares concentrate 

Increased alcohol or drug use Rigidity in thinking 

Decrease in social activities Avoidance of change 

Intervention to relieve stress. 
Develop peer support 
Develop achievable objectives 
Change the environment 
Show and accept emotional feelings 
Counseling or professional help may be needed 
Assessing career appropriateness 
Continuing education to renew confidence 
Maintain a sense of Kjmor 

Family and Friend's Response to EMTS 

Family and friend may respond in a number of ways. 
There may be a lack of understanding or 
Fear of separation and being ignored 

On call situations cause stress because you can't plan activities 
The problem may be relieved by: 
Planning time and sticking to it. 

Share experiences, particularly successes. Informing family and friends about what 
you are doing, e.g.. teach them CPR. 

Study Suggestions 1. Practice at least 4 manual signs until you achieve proficiency. 

2. Ask your family or friends what they think about your becoming an EMT. 

3. Pracuce talking to a patient with a limiting communication capability such as an 
elderly person or a child. 
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Lesson 24 



PSYCHOLOGICAL EMERGENCIES 



At the completion of this lesson, you should be able to define and use the 
following terns correctly. 

Communication challenges 

Developmentally disabled 

Delusional 

Dependency 

Disruptive behavior 

Dependent adult abuse 

Hallucinations 

Incoherent 

Paranoid 

Rational 

Substance abuse 

Suicide 
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Lesson 25 

Lifting and Moving Patients 



IntraducUon 
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Prop«r patiant handing will minimiza injuriat and discomfort for boOi patiant and 
EMT-A. Thi» ia«»on indudaa prinaptaa of moving patiants: typat. usaa and 
dtaiinautshing faaturaa of ttratchara; practica in lifting and moving patiama with and 
without wspaaad spina injurias: and practica in loading and unloading amublancaa. 

At the conclusion of Lesson #25. the instructor will have provided sufficient infomiation. 
demonstrauon and practica to the student, to ensure his/her atsility to: 

• Perform the following: 

—A direa 2 man lift of a patient from the ground and position him/her on a 
stretcher. 

—Immobilize the neck and spine of a patient using a short back board. 
—Immobilize a patient on a long back board and move to a stretcher. 

• Oefina a tfiage 

• List 3 patients who would fall under each triage category 

GENERAL CONSIDERATIONS 

In general, a patient should not be moved until he is ready for transportation to a 
hospital. All necessary emergency care should be provided fii^. 
A patient should be prematurely moved only if there is an immediate danger to him or 
others if he is not moved, such as: 

There is fire or danger of fire. 

Explosives or other hazardous matenals are involved. 

It is impossible to protect the accident scene. 

It is impossible to gain access to other victims in a vehicle who need life-saving 

It it is necessary to move a patient, the speed with which he is moved will depend on 
the reason for moving him. for example: 

Emacgancy Movaa are used if there is a fire, the patient will be pulled away from 

the area as quickly as possible. 

Non^maraaney Movaa are employed if the patient needs to be moved to gain 
JjS"rS!J?in a vehicle, due consideration will be given to his injuries before 
and dunng movement. - 
Emarganey Movaa 

The major danger in moving a patient quickly is the possibility of aggravating spine 
injury and should be used only if absolutely necessary. 

In an emergency, every effort should be made to pull the patient in the direction of the 
iStT of thebody to provide as much protection to the spine as possible. 
It i. impossible to remove a patient from a vehkde quickly, and. at the same time, 
orowida protection for his spine. 

If the patient ia on the floor or ground, he can be dragged away from the scene by 
tuaaino on hia clothing in iha nack and shoulder area. 

ll^y bTaaSer to pull th. patient onto a Wankat and then drag the blanket away from 

^cT^ve. are emergency move. only. They do not adequately protect the .pine from 
further injury. 
Non-amarganey Movaa 

Ganaraliy ail injured parts should be immobilized pnor to movement. 

All injured parts should be protected as much as possible during movamant 

In order to protect himself, the EMT should use the following prinaples in all non- 

emergency moves: 
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Katp in mind physical capabilities and limitations and do not try to handle too heavy 
a load. When in ooubt. seek help. 

Do not attempt to tower a patient it you feel you could not lift him. 

Keep yourself balanced when carrying out all tasks. 

Maintain a firm tooting. 

Maintain a constant and firm grip. 

Lift and lower by bending the legs and not the back — keep the back as straight as 
possible at all times; bend knees and lift with one toot ahead of the other. 
When holding or transporting, keep the back straight and rely on shoulder and leg 
muscles; tighten muscles ot the abdomen and buttocks. 

When performing a task that requires pulling, keep the back straight and pull using 
the arms and shoulders. 

Carry out all tasks slowly, smoothly and in unison with your partner. 

Move body gradually; avoid twisting and jerking when conducting the various 

patient-handling tasks. 

When handling a patient, try to keep the arms as close as possible to the body in 
order to maintain balance. 

Do not keep muscles contracted for a long period of time. 
Vehicle Moves 

Lifting a patient from a vehicle will require ingenuity 0.epending on the situation. 
Patients may be completely mobile or partially mobile and thus can assist in the 
move. 

For completely immobile patients, the rescuer will need to solicit help and move the 
patient as well as he can under the circumstar^ces. 

The student will have an opportunity to practice moving different types of patients 
from vehicles in the extrication lesson. 
Stretchers 

Wheeled Stretcher— the standard ambulance cot; it is designed to be rolled and is 
not easily lifted. 

Portable Streteliere— easily lifted devices. 

Stair Chairs— designed for patient-handling over stairways and through narrow halls 
and other confined areas. 

Backboards— designed for immobilizing patients suspected spine in)unes; the 
short board sen/es as an intermediate device for immobilizing patients who are not 
in a position that permits direct transfer to the long board, that is. patients seated in 
cars. 

Scoop Stretchers— designed for immobilizing patients with suspected spine injuries: 
patient must be supine. 
Positioning the patient will be dependent upon the patient's condition. 
Myocardial infarction patients should be semi*redining. 
Unconsdout patients should be on their side in the coma position. Spine injury 
patients must be immot3ilized first. 

Persons with suspected spine injuries should be immobilized completely. 
Legs should be elevated in shock situations. 
Direct, Ground Lift. No Spine Injury. Two or Three Rescuers 

Rescuers line up on one side of the patient. 

Rescuers drop one knee to the ground (the same knee for each rescuer). 
The patient's arms are placed on his chest if possible. 
The head rescuer places one arm under the patient's neck and shoulder and 
cradles the patient's head. 
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The head rescuer places his other arm under the patient's lower back. 

The second rescuer places one arm ufKler the patient's knees and one arm atx>ve 

the buttocks.^ 

If there is a third rescuer, he places both arms in the waist area and the other two 
rescuers slide their arms up to the mid-back or down to the buttocks as appropnate. 
On signal, rescuers lift the patient to their knees and roll him in toward their chests 
(the rescuer's tracks are now straight and they are supporting the patient by their 
arms and chests). 

On signal, the rescuers stand, move the patient to a stretcher. 

To replace the patient on the ground or on a low cot, the procedure would be 

reversed. 

Extremity Lift No Fractures (or All Fractures Splinted), Two Reacuere 

One rescuer kneels at the head ot the patient and one at the side by the patient's 
knees. 

The heacj rescuer places one hand under each of the patient's shoulder while the foot 
rescuer grasps the patient s wrists. 

The foot rescuer pulls the patient to a sitting position; the head rescuer assists by 
pushing the patient's snoulders up and supporting his back and head with his body. 
The head rescuer slips his hands under the patient's arms and grasps the patient's 
wnsts. 

The foot rescuer slips his hands under the patient's knees. 
Both rescuers crouch on both feet. 

They stand simultaneously and move with the patient to a stretcher. 
Immobilization On Short and Long Backboarda 

Support patient's head. 

Immobilize neck with collar/blanket/sandbags. 

Position board behind patient (shortboard). OR shove board beneath patient 
(longboard). 

Pad board as appropnate and secure straps. 
Assure that patient is secure. 
Tranafer of PaUent From Bed to Cot 
DIract Carry 

Position cot: head end of cot at foot end of bed. 
Prepare cot. remove straps etc. 
Position patient, supine. 

Both EMTs stand between bed and stretcher facing patient. 
One EMT-A slides arm under patient's neck and cups patient's shoulder. 
Other EMT-A slides hand under hip and lifts slightly. 
Head end EMT-A then slides other arm under the patient's back. 
Foot and EMT-A places arm underneath hips and calves. 
Slide patient to the edge of t>ed. 
Lift patient and curl towards EMT's chest. 
Rotate and place patient gently onto cot. 
Draw Sheet Mathod 
Loosen bottom sheet. 
Position cot. parallel and touching bed. 
Prepare cot: ad|ust cot height, lower rail, remove straps. 
Reach across cot. 
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Grasp sheet at patient's head, chest, hips and knees. 
Slide patient gently onto cot. 

Similar methods can be used if the patient is on a spine board or without any 
device underneath the patient (slide transfer). 
Maneuvering the Stretcher 

Rolling is the preferable method but is restricted to smooth terrain. 
When rolling, the foot ends should go first. 
Maintain control with an Ef^T-A at the foot and one at head. 
Carrying methods: 
End to end. 

Preferable in narrow spaces. 

Limited to level or moderate terrain. 

Easily unbalanced. 

Requires strength. 

EMTs face each other. 
Side carry. 

More stable. 

Additional personnel. 

Safer over rough terrain. 

Used in wheeled cot into loading ambulance. 
Loading the Ambulance 

Identify potential patient needs, e.g.. airway problems. Select proper position in the 
ambulance based on needs. 

Load hanging stretchers first and then, 

Load wheeled stretchers. 
Use sufficient manpower in lifting and positioning to ensure safety of the patient and 
EMTs. 

Make certain all cots and patients are secured before moving ambulance. 
Triage 

Triage means sorting multiole casualties into priorities for emergency care or for 
transportation to definitive care. 
Priorities are usually given in three levels as follows: 
Highest Priority 
Airway and breathing difficulties. 

Cardiac arrest — sufficient personnel permitting. Do not tie up manpower for 
extended periods of resusDtatior) if numerous other patients need assistance. 
Uncontrolled or suspected severe bleeding. 
Severe head injuries. 

Severe medical problems^poisonings. diabetic complications, cardiacs. 
Open chest or abdominal wounds. 
Shock. 
Second Priority 
Burns 

Major or multiple fractures 
Back injuries with or without spinal cord damage. 
Lowest Priority 

Fractures of other injuries of a minor nature. 
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Obvtou- y mortal wounds where death appears reasonably certain. 
Obvious dead. 
Procaduree in situations requiring triage. 

- Most knowledgeable EMT-A arriving in first ambulance must become triage officer. 
A primary survey should be completed on all patients first. Correct immediate life- 
threatening problems. 
Call tor additional assistance if needed. 

Assign available manpower and equipment to priority one patients. 

Transport prionty one patients first. 

Notify hospilal(s) of number and severity of Injuries. 

Triage officer remains at scene to assign and coordinate manpower, supplies and 
vehicles. 

Patients must be reassessed regularly for changes in condition. 

Study SuggMtlOM 1. Using a classmate or friend as a "patient", practice the one man emergency moves 

covered in the lesson. 

2. Working with another classmate and using a classmate or friend as a "patient**, 
practice the direct ground lift and ertremity lift. 

3. If short and long backboards are available, practice immobilizing patients on the 
boards. Work with another classmate and use a classmate or friend as A patient". If 
backboards are unavailable and no appropriate simulation object is available, pracoce 
the procedures involved in supporting the patient's head and applying a cen/ical colla 

4. Describe how you would position the following patients on a stretcher: 
Heart attack patient. 

Unconsaous patient. 

Patient with a suspected spine injury. 

Patient m shock. 

Expectant mother who is convulsing. 
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Lesson 25 

Upon completion of this lesson, you should be able to define and use the 
following terms correctly. 

Log rolling 

Packaging of patient 

Stabilizing of patient 

Supine position 

Transfer of patient 
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Lesson 26 

Principles of Extrication 



Introduction 



ObloctivM 



The EMT-A may be the first at the acadent scene and should know simple procedures 
for gainino access to and disentanglino patients. Proper patient packaging and removal 
will minimize danger of further injury or aggravation of existing injunes. The lesson 
provides baic hints on gaining access to and disentangling patients from vehicles. 

At the conclusion of Lesson #26. the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

. Describe the proper methods and appropriate times to utilize the following extrication 
equipment: 

—Porta power —Hack saw 

-Hand wincn — Unoleum knife 

—Pry axe — Saew driver 

—Air chisel (optional) —Spring loaded center punch 

-Cribbing -Other 

—Bale Hook 

• List the location of all extrication equipment on the vehicle. 
. Name the agency responsible for providing extncation equipment to a scene and 
how and when that equipment gets to the scene. 
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Overview Of BMic Considerations 

Lesson ContonU The Role Of The EMT: 

. His responsibility is to administer necessary care to the patient before extncation and 
to assure that the patient is removed from the vehicle in such a way as to minimize 
further injury. 

If rescue crews are NOT present, he should be prepared to use prying and cutting 
tools to gain access to the patient and disentangle the vehicle from the patient. 
If rescue crews are present, he should cooperate with their activities but should not 
allow their acuvities to endanger the paueht. 

If rescue crews are present, the EMT should attend to the needs of the patient while 
rescue activities proceed if possible. 
Basic Principles Of Emergency Cars. 

Patient care precedes extrication unless delayed movement would endanger the life 
of the patient or rescuer. Patient care should include: 
Attention to lite-threatening emergencies. 
Immobilization of the spine and other fractures. 
Cervical and thoracic fracsures should be suspected in unconsaous patients. 
All patients should be packaged and moved carefully to minimize danger of further 
injury or aggravation of existing injuries. 
The Staass Of Extrication Include: Gaining access to patients, attending to life- 
mS^enlSremergenaes. disentanglement, preparation for removal (patient packaging) 
and removal. 

Gaining AcMaa includes the following steps: 
Protect self 
Stabilize vehicle. 
Entering the vehicle through: 
Doors 

Windows f"'^^ 215 

Stabilization Of Patlant 

Yr Once access has been gained, the patient should be stabilized. Procedures are: 
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Primary survey. 

CorrMt life-threatening problems. 

Stabilize spine. 

Note mechanism of injury. 

Protea from further injury dunng disentanglement by: 
Covenng 
Shielding 
Pad 

Dleentanglement 

Remove wreckage from patient, not patient from wreckage. 
When opening doors, try inside handle and lock. 
Use Porta*power. 
Once open, widen to 90 degrees. 
Three rescuers. 
Hand winch. 

Move seats back by: manual or electric slide control. 
Remove the top by cutting posts and folding back. 
Displace sieenng wheel and column and foot pedals. 
Preparing Patient For Removal. 

Maintain cervical stabilization. 

Complete a secondary survey, look for mechanism of injury. 
Treat ail injunes appropnateiy. Immobilize spine securely using a: 

Short spine board. 

Long spine board, or 

Commeraal immobilization device. 
Removal 

Move patient not devices. 

Make certain there is sufficient manpower available. 
Choose the path of least resistance. 
Protea the paueni from sharp metal. 

1. Working with another classmate and using a classmate or friend as a -patient " the 
student should practice packaging patients with spine and/or other injuries and 
removing them from vehicles. 
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Lesson 26 

Upon completion of this lesson, you should be able to define and use the 
following terms correctly. 

Basket stretcher 

D is entanglement 

Extrication 

Hazards 

Hydraulic unit 
Pry 

Shore up 
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Lesson 26 
EXTRICATION SYSTEM GUIDELINES 
Objective: Safely Get a Rescuer to a Patient 

I. ASSESS THE SITUATION 

A. Assessment begins with the "Emergency Call." 

1. Accurate and complete dispatches are essential. 

2. Get a call back number if possible. 

B. Assessment continues while enroute. 

1. Review dispatch provided facts. 

2. Contact scene for additional facts. (Use Law Enforcement 
Mutual Aid radio freq.) 

3. Review equipment and procedures that may be used. 

C. Visually assess situation as you exist Emergency Vehicle. 

1. Determine all hazards to ""?.scuer and patient(s). 
a. Common Hazards 

Unsecured wreckage , ^f ire , cave- ins , explosions , traffic 
and trains, electric lines and poles, radiation, 
chemicals and vapors, snipers, and unruly patients, 
crowds and media. 

2. Get input from officials and witness on scene. 

D. Develop a plan of action from dispatch provided facts, your 
assessment, and input from officials and witnesses on scene. 

II. STABILIZE THE SITUATION 

A. Implement the plan of action formed above by accomplishing the 
following, as needed. 

1. Call for additional help and equipment if needed. 

2. Stabilize all unsecured wreckage. 

3. Check for fire hazards and charge a line or have a fire 
extinguisher near by. 

4. Shore up possible cave -ins. 

5. Determine explosion hazards. 

6. Control, direct, and reroute traffic and trains. 

7. Secure and guard electric lines and poles. 

8. Determine radiation hazards. 

9. Determine chemical and vapor hazards. 

NOTE: in No.s 5, 6, 7, 8 and 9 take proper precautions, 
evacuate if necessary, and know proper agencies and their 
phone numbers . 

10. Beware of snipers and unruly patients. 

11. Control crowds and media. 

III. GAIN ACCESS 

A. Rescuer(s) should SAFELY gain access to patient(s) within one (1) 
minute after arriving on scene. 

1. Assessment must be completed. 

2. The situation must be stabilized. 

B. The following steps are recommended. 

1. Try door nearest patient, provided patient(s) are not leaning 
against it. If stuck go to step #2. 

2. Try all other doors, if stuck, got to step #3. 

a. Patient (s) can assist by unlocking doors, if in rescuers 
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opinion no further injuries are likely. 

3. Explain to patient(s) what you intend to do, even if the are 
unconscious, and center punch a window away from victim. 

4. The first three steps will gain access in 90 to 95 percent 

of all extrication situations. If the first three steps fail 
to gain access, refer to skills listed in disentanglement. 

IV.. STABILIZE PATIENTS 

A. Primary responsibility of inside rescuer(s) is to stabilize 
patient(s) . 

1. Do life-threatening portion of patient exam, ABC-SPINE, and 
repeat as necessary. 

A. Triage if more than one patient. 

2. Treat life- threatening injuries and conditions, and 
stabilize the spine. (Extrication collar). 

3. Protect patient, reassure patient, and explain ALL procedures 
and noises. DO THIS EVEN IF PATIENT IS UNCONSCIOUS. 

B. Secondary responsibilities. 

1. Communicate with and sometimes direct outside rescuers. 

2. Assist outside rescuers 
V. PACKAGE PATIENTS FOR REMOVAL 

A. Finish the remainder of the patient exam and do appropriate 
bandaging and splinting. 

B . Apply short boards , long boards , and extrication devices where 
appropriate . 

VI . D I S ENTANGLEMENT 

A. "Removing the Vehicle from the Victim," The rescuer must dictate 
the terms of disentanglement and removal . 

B. Determine a pathway to be used for removal of patient(s). 

C. Provide pathway by accomplishing the following, as needed. 

1. Opening and/or removal or doors. 

2. Raising, opening, or removing vehicle roofs. 

3. Removal of window glass. 

4. Removal or cutting of windshields. 

5. Cutting the steering column. 

6. Pulling the steering wheel. 

7. Moving vehicle pedals, 

8. Moving or removing parts of the dash. 

9. Pulling the front seat. 

10. Cutting thru floors and quarter panels. 

11. Handling and reducing impaled objects. - 

VII. REMOVAL OF PATIENTS 

A. Remove patient(s) along pathway provided in step six. 

1. Assure adequate manpower for controlled lifting and moving. 

2. Designate one rescuer to use verbal comoaiands to direct 
lifting and moving. 

B. Extrication is complete when all patients are loaded into 
emergency medical vehicle. 

NOTE: The first four steps must be performed in sequence, for the safety of 
the rescuer and the well being of the patient(s). Step VI, disentanglement 
should be done by the outside rescuer(s) while inside rescuer(s) are doing 
step IV, stabilize patients, and step V package patients for removal. 
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EMERGENCY RESCUE GUIDELINES 
FOR 

AIR BAG-EQUIPPED CARS* 



First use normal fire extinguishing procedures, 
then follow the rescue guidelines below. 

Tnriilgnt with « DftploTed Air Bag 

Use normal rescue procedures and equipment. 

Do not delay medical attention. 

DEPLOYED AIR BAGS ARE NOT DANGEROUS. 

However, they do produce a dust that may cause minor skin or eye irritation 
which can be prevented by: 

-- Wearing gloves and eye protection 

- Keeping the dust away from the patient's eyes and wounds 
-- Removing gloves and washing hands after exposure to the dust 

Incident with an Undq »l"y«^ ^ Bay 

An undeployed air bag is unlikely to deploy after a crash. 

Most incidents will not require rescuers to work in what would be the 
deployment path of the air bag; therefore, rescue operations can begin without 
delay. 

IN THOSE RARE INSTANCES WHEN SOMEONE IS PI 

BEHIND AN UNDEPLOYED AIR BAG, SPECIAL PROCEDURES SHOULD 

BE FOLLOWED: 

-- Disconnect or cut both battery cables safely 
-- Avoid placing your body or objects against the air bag module, 
or in what would be the deployment path of the au- bag 

- Do not mechanically displace or cut through the steering colunm, 
until after the system has been fully deactivated 

Do not cut or drill into the air bag module 

- Do not apply heat in the area of the steering wheel hub 

♦Based on information provided to the National Highway Traffic Safety 
Administration (NHTSA) by the automobile and air bag manufacturers, and 
coordinated with the U. S. Fire Administration (USFA). 

If your questions are not answered below, please contact the NHTSA Office of 
OccupaSt Protection, NTS-13, Washinrton, DC 20590, or the uSFA Office of 
Firefighter Health and Safety, NETC, Emmitsburg, MD, 21727. 
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AIR BAG-EQUIPPED CAR EMERGENCY RESCUE QUESTIONS AND ANSWERS 



Q1 . How does an air bag work? 

Most air bag-equipped cars on the road today have a driver-side air bag. A 
few makes, Lincoln. Mercedes, and Porsche, have both driver- and 
passenger-side air bags as standard or optional equipment. The air bag Is 
designed to supplement the protection offered by safety belts. In a frontal 
Impact of sufficient severity (comparable to a collision Into a solid wall at 
10-14 mph or above), sensors In the vehicle detect the sudden deceleration and 
trigger the Inflator module. This causes the solid chemical propellent sealed 
Inside the Inflator. principally sodium azide. to undergo a rapid chemical 
reaction. This reaction produces primarily nitrogen gas. the same gas that 
makes up 80 percent of the air we breathe. The gas Inflates a woven nylon bag 
packed Inside the steering wheel hub or the Instrument panel for the front 
seat passenger. The bag Inflates In less than one-twentieth of a second, 
splitting open Its protective cover, and Inflating In front of the occupant. 
As th« occupant contacts the bag. the nitrogen gas Is vented through openings 
In the back of the bag, which helps to cushion forward movement. 

Because air bags are designed to deploy only In frontal or near-frontal 
crashes— not in side, rear, or rollover crashes—It U possible that you will 
be Involved in rescuing someone from a car with an air bag that did not deploy. 



Q2. How do I Identify a car equipped with an air bag? 

If the bag has'deployed, you will be able to see It drooping from the steering 
wheel hub or the Instrument panel on the passenger side. 

If the bag did not deploy, several methods can be used. The steering wheel 
hub Is large and rectangular, (about 6" x 9"). The large hub usually will be 
covered with a scored, soft plastic material. The words. "Supplemental 
Inflatable Restraint." "Air Bag," or Initials such as "S.I.R.." or "SRS." may 
be embossed somewhere on the surface. In most cases, the Vehicle 
Identification Number (VIN) can be used to determine the presence of an air 
bag. Exhibit 1 shows the codes used by the auto manufacturers. Some 
manufacturers Indicate the presence of an air bag system by placing placards 
under the hood and on the driver side windshield pillar. 

If you cannot detenilne whether the car is equipped with an air bag. you 
should assuMe that it has one, particularly if it's a late aodel car. and 
follow the rescue guidelines for air bag cars. 



Q3. Is saokc produced during deploywent? 

There are three kinds of "smoke." First, many people mistake the corn starch 
or talcum powder used to lubricate the bag as smoke. These substances should 
not be a problem for rescue workers or accident victims. Second, a sealant 
which is used to prolong the life of the air bag system can smoke when the air 
bag is deployed. This smoke dissipates rapidly and should not be a cause for 
concern. Lastly, during deployment, small particles from inside some bag 
systems are vented Into the passenger compartment. These airborne particles 
look like smoke, and some are deposited as a powdery residue on and around the 
bag. 
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Q4. Is the air bag hot? 

The bag Itself will not be hot. Some components within the air bag module 
will be hot for a short time, but they are relatively Inaccessible and should 
DOse no threat to rescue personnel or crash victims. However, Personal 
contact with the steering wheel hub should, be avoided for at least 15 minutes 
after deployment. 



Q5. What about the powdery residue on and around the air bag? 

The residue Is primarily corn starch or talcum powder, which is used to 
lubricate the bag as it deploys, and by-products of the chemical reaction that 
produces the nitrogen gas to Inflate the air bag. This residue may contain a 
small amount of a potential skin Irritant, sodium hydroxide. 

The same gloves and eye protection that rescuers would normally wear to 
protect themselves (from sharp metal edges, glass, or from bodily fluids) also 
will prevent any Irritation to the skin or eyes resulting from the residue 
released during deployment. Thus, the potential for this type of exposure Is 
not severe enough to warrant delaying rescue operations. Hands should be 
washed with mild soap and water after handling a deployed^bag . Also, avoid 
rubbing your eyes, eating, or smoking after handling the bag until you have 
removed the gloves and washed your hands. Rescuers also should take care to 
avoid Introducing the residue Into the eyes or any wounds of the patient. It 
the residue gets Into the eyes, they should be flushed with water. 

Q6. Is there any sodiua azide in the residue? Is it harmful? 

Thprp is no riptprtabie am o .mt of sodium a7irie residue Present lP the Mssenqer 
^^^m pArtmpnt af tpr ;.n air bao deplovment. Sodium azide. » component of the air 
baq Inflator propellent, converts to the nitrogen gas used to nflate the a r 
bag. Sodium azide In Its solid state Is toxic. But since It Is hermetically 
sealed In a very strong metal container, which Itself Is located Inside a 
protective housing within the steering hub. It is unlikely that rescue workers 
wi 1 1 be exposed. 



Q7. If an undeployed air bag aodule is soiwhow ruptured, what precautions 
should be taken? 

In the unlikely event that the canister containing the sodium azide-based 
propellent is ruptured, any unburned propellent will be found In a variety of 
pressed tablet forms. Do not touch or Ingest any exposed propellent or expose 
It to an Ignition source. As In all other rescue operations, rescuers should 
wear gloves- and eye protection. 
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Q8. Is the sodliM azide canister IIKely to explode during a car fire? 

No. The air bag Is designed to Inflate normally In the event that a vehicle 
fire causes the canister to be heated above 300* F. Consequently, It Is 
possible that the air bag will deploy In a car fire, but there should be no 
fragmentation of the Inflator. 



Q9. If there Is a fire In an air bag car, can vater be used to extinguish It? 

Yes. Any effective f Ire-fighting medium. Including water, may be used to 
extinguish a fire In an air bag-equipped car. 

Q10. Is It all right to breathe the passenger co«part«ent air after an air bag 
has deployed? 

Chemical analyses of deployment by-products show no reason for concern. Also, 
tests have been conducted with volunteers, chronic asthmatics known to be 
highly susceptible to airborne particles. These tests showed that the 
atmosphere produced by an air bag inflation posed no respiratory system hazard 
to the asthmatics studied. 



Q11. Hhat has been the experience of crash test personnel In dealing with air 
bag-equipped cars? 

NHTSA has crath tested more than 70 cars with air bags. The test engineers 
and technicians who regularly handle deployed air bags and test dummies have 
reported no 111 effects from their repeated exposure to the products of air 
bag deployments . 



Q12. If the air bag did not deploy In the crash. Is It likely to deploy 
after the crash? 

No. The sensor devices used to activate the system are designed to respond 
only to the type of violent forces present during a crash. It is unlikely 
that the same type of forces will be created during rescue operations. 

In most cases, rescue operations can proceed normally and without delay. In 
the unlikely event that a driver or passenger Is pinned behind an undeployed 
air bag, it will be necessary to take special precautions (see 015). 



Q13. If the air bag(s) did not deploy In the crash, can the system be 
deactivated? 

The electrically activated systems used on most air bag-equipped cars can be 
deactivated. First, disconnect or cut both battery cables. This will begin 
the deactivation period for the backup power system that is part of most 
electrically activated systems. For some vehicle makes, deactivation will 
occur in a matter of seconds; others take a few minutes, (see Exhibit 2). 
Mechanically activated systems, used only on 1990 Jaguar coupes and 
convertibles, cannot be deactivated in the field. 
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014. Should rescuers wait for the syste* to be fully deactlvited before 
proceeding with rescue operations? 

Except for the special case of someone being pinned behind an undeployed air 

bag rescue operations can and should begin Immediately. Rescue workers 

should not place themselves or any objects on the air bag module (the face of 

the steering wheel hub), or In what would be the deployment path of the air 
bag. 



Q15. Hhat If soMone Is pinned behind a steering wheel or Instruaent panel 
with an undeployed air bag? 

In the unlikely event that a driver or front seat passenger Is pinned behind 
an undeployed air bag, special procedures should be followed. 

If circumstances permit, wait for the system to be fully deactivated before 
attempting to remove the victim, (see 013 for deactivation procedures). 

You need not wait to provide Medical attention, so long as you do not place 
your body or any objects on the air bag Module . or In what would be the 
deployaent path of the air bag. 

If the patient must be removed at once, extrication efforts should be 
performed from the side of the entrapped victim, and away from the potential 
deployment path of the air bag. Do not place your body or objects against the 
air bag module. Do not mechanically displace or cut through the steering 
column unless the air bag system has already been fully deactivated. At no 
time, should anyone drill Into the air bag module, or apply heat (above 300 F) 
In the area of the steering wheel hub. 

In the case of the mechanically activated system currently found only on 1990 
Jaguar coupes and convertibles, extreme care should be taken to avoid sharp, 
jolting impacts to the steering column, particularly In a forward or rearward 
direction. Cutting of the steering wheel rim or the column Is permissible, if 
the previously mentioned type of Impacts can be avoided. 

NOTE- Crashes that result in victims being pinned behind an undeployed air 
bag win be rare. NHTSA has not heard of such a case among the thousands of 
crashes documented to date. An unusual combination of circumstances, for 
example, a direct side Impact which buckled the floor upward beneath the 
victim would have to be present to trap someone without deploying the air bag. 



016 Occasionally we use daaaged cars for rescue training purposes. The cars 
" are scrapped after we finish the training. Should we take any precautions 
to prevent an unwanted deployment during training? 

Before using an air bag-equipped car for training purposes, deploy the air 
baq A procedure for deploying the air bag can be found In the service manual 
provided by each manufacturer to its dealers. Contact the car dealer for 
assi stance. 
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EXHIBIT 1 

VEHICLE IDENTIFICATION NUMBER (VIN) COOES 
FOR DRIVER- AND PASSENGER-SIDE AIR BAGS 



MAKE 


SERIES 


MODEL 
YEARS 


VIN 

POSITION 


VIN 

VALUE 


TYPE* 


ACURA 


LEGEND 


1988-91 


4-5 


KA 


D 




NSX 


1991 


4-5 


NA 


D 


AUDI 




1989-91 


6 


5 


D 


DtN 1 LtY 






Q 
0 


n 
u 


n 


BMW 






Q 
0 


1 


n 


dUILk 




1 QQO-Ql 






n 


CADILLAC 




1989-91 


7 


3 


0 


CHEVROLET 




1990-91 


■ 7 


3 


D 


CHRYSLER 


TC MASERATI 


1988-91 
1991 




X or Y 

2 


D 
D 


UUUut 




1 988-91 




X or Y 


D 


r UKU 




1 98B-91 




c 


D 


INFINITI 




1990-91 

1 QQl 


8 

Q 
O 


C 
r 


D 

n 


ISUZU 




1990-91 


7 


3 


D 


JAGUAR 


PALLETTE COLLECT 
XJS 


1990 
1990-91 


5 


H 


D 


LEXUS 




1990-91 


8 


E or T 


D 


LINCOLN 




1990-91 
1989-91 


4 
4 


C 
L 


D 

D/P 


MAZDA 


MX-5 

RX-7/Convert1b1e 


1990-91 
1990-91 


4-8 
4-8 


NA351 
FC352 


D 
D 


MERCEDES BENZ 




1984-91 
1989-91 


8 
8 


B or D 
E 


D 

D/P 


*D - DRIVER- 
D/P - DRIVER- 


SIDE AIR BAG 
SIDE AIR BAG and 


PASSENGER- 


SIDE AIR BAG 
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EXHIBIT 1 (Continued) 



MAKE 



SERIES 



MODEL 


VIN 


VIN 


TYPE 


YEARS 


POSITIOM 


VALUE 


1985-91 


4 


c 


D 




4 


X 


D 


1 QR7--BB 


8 


B 


D 


1989-91 


8 


C 


D 


1988-91 


7 


. 3 


D 


1988-91 


4 


X or Y 


U 


1989-91 


7 


3 


D 




u 


2 


D/P 


1990-91 


8 


D 


r\ 
D 


1 y yu-y I 




L or K 


D 


1988 


5 


L 


D 


1989-91 


5 


L or iC 




1990-91 


4-8 


MA70M; 


MA70N D 




U A *7 1 M • 

MA / 1 n , 


nn / 1 n 


1990-91 


4-8 


ST88P; 


ST87F D 












ATB6F ; 


ST87K 


1991 


4-8 


SW21M; 


SN21N D 




SW22M; 


SW22N 


1989 


6 


9 


D 


1990-91 


6 


5 


D 


1989-91 


5 


A 


D 



MERCURY 

MITSUBISHI 

NISSAN 

OLOSMOBILE 

PLYMOUTH 

PONTIAC 

PORSCHE 

ROLLS ROYCE 

SAAB 

TOYOTA 



VOLKSWAGEN 
VOLVO 



900 

9000 

9000 

SUPRA 
CELICA 

MR2 

Cabriolet 
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EXHIBIT 2 

DEACTIVATION TIMES FOR AIR BAG BACKUP POHER SUPPLY 



VEHICLE MAKE 


TIME 


Acurii 


15 seconds 


Audi 


10 seconds 


Bsnt 1 6y 


30 -fnl nutes 


BMH 


20 minutes 


Chrvs 1 er 


2 minutes 


Ford 


* 


GM 


10 minutes 


T ^11711 
X d u ^ u 


10 minutes 


Lb xus 


20 seconds 


Ma 7(iA 


10 minutes 


Mercedes 


1 second 


Ml tsubl shI 


30 seconds 


N1 ssan 


10 minutes 


Porsche 


10 minutes 


Rolls Royce 


30 minutes 


Saab 


20 minutes 


Toyota 


20 seconds 


Volvo 


10 seconds 


VW (Cabriolet) 


10 minutes 



*MY 1985-^89 - 0; MY 1990 - 15 minutes; 

MY 1991 - 1 minute If positive battery 

cable Is shorted to ground. 15 minutes 

If not shorted out 
•*0 Seconds If panel beneath steering column 

Is removeci & orange connector to air bag 

module Is disconnected 
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Ltsson 27 

Practical Lab: Extrication 



introduction 



Ob)octtVM 



Study SugoMtions 



Tho EMT-A is often th» first trained person at the scene. In those instances his 
resoonsibilities may go beyond patient care and may indude gaining access and 
exui^n In areas virtiere rescue crews are not avaiiat)le the EMT-A may be routineiy 
responsibie for such activities. As with other skills taught in the course, practice is 
necessary to attain and retain proficiency. 

At the conclusion of Lesson #27. the instructor will have provided sufficient information. 

demoniaration. and pracuce to the student, to ensure his/her ability to: 

-Demonstrate on programmed patients, the techniques of lifting and moving of 
patients taught in Lesson 25 in conjunction with the pnnaples of extncataon in 
Lesson 26. 

-Demonstrate on appropriate vehicles the techniques of gaming acce» to 
erS^^Id S entangled patients by use of equipment demonstrated in Lesson 26. 
-Demonstrate the correct usage of short and long boards in stabilizing and 
removing a programmed patient from a vehicle. 

1. Review all matenal covered in Lesson 25 and 26. 

2. Practice placing fellow classmates on short and long spineboards. 
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Lesson 28 Test and Evaluation: Medical Emergencies, 

Emergency Childbirth, Environmental Emergencies, Lifting and Moving 



Introduction 



Obi«ctivM 



Study Suggtttlons 



This lesson provides for interim evaluation of student knowledo* "nd ^f^V^ 
student completes a written examination designed to evaluate attainment oncnoMedge 
obtectives specified for Lessons 19 through 26. Each student performs each sWi tor an 
instructor ahd is evaluated on his performance. 

At the conclusion of Lesson nB. the instructor will have provided sufficient irfcm^ation. 

demonstration, and practice to the student, to ensure his/her ability to: 

-Successfully complete a written examination reflecung the knowiedge taught m 
Lesson 19. 20. 21. 22. 23. 24, 25 and 26 of the Basic Emergency Medical 
Technician: National Standard Curnculum. 

-Successfully demonstrate through practical application on appropnate 
programmed patients or manikins, seleaed representative s taught in L^ns 
19 20. 21. 22. 23. 24. 25. and 26 of the Basic Emergency Medical Techniaan. 
National Standard Curriculum. . 
Note: Lessons 25 and 26 may be only bnefly evaluated as it is assumed profiaency 
was demonstrated during those lessons. 

1. Review all material covered m Lessons 19 through 26. 

2. Practice ail skills in those lessons until proficiency is achieved. 
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Lesson 29 

Ambulancs Operations I 



Introduction 



Ob|«ctlv«s 



Ovarvlaw Of 
Lasson ContanU 



ERIC 



This lesson provides the student wwth some knowledge of and familiarity with the 
operationat aspects of the EMT's job in the area in which he will be working. It covers 
laws regulating operation of emergency vehicles, factors contnbuting to sate dnving. 
maintaining a safe and ready vehicle. Ef^T-A records and reports and communication 
systems. Speafic lesson contents will vary depending on the area in which services are 
provided. The lesson also includes a review of results of the written and practical 
examinanons administered in the previous lesson. 

At the conclusion of Lesson #29. the instructor will have provided sufficient information, 
demonstration, and practice to the student, to ensure his/her ability to: 

• Quote all laws relating to his/her operation of the ambulance and pnvileges in any or 
all of the following categones: 

-Speed —Right-of-way 
—Warning lights —Parking 
-Sirens -Turning 

• List 4 contributing factors to unsafe driving conditions. 

• Descnbe in narrative the consideranons that should be given to: 

—Requests for escorts 

— Foiiovflng an escort vehicle 

—Intersections 

• List agency contact capabilities of all two-way radio channels m the ambulance. 

• List the correa radio use procedures in the following phases of a typical run: 

—To the scene —At the facility 

-,At the scene —To the squad station 

-To the facility —At the squad station 

• List the proper method of initiating and terminating a radio call. 

• Demonstrate proper techniques in use of a radio. 

• List proper sequence of delivery patient information. 

. Describe what information is required in each area of the trip ticket and how .t 
should be entered. 

. Describe where trip report forms should be left and how they are used. 

• Ust all State and/or local record and reporting requirements. 

Driving An Emergency Vehicle 

Learn State and local laws, regulations or ordinances in the area relative to tne 
operation of an emergency vehicle, including as appropriate: 

Vehicle parking or standing regulauons. 

Procedures at red lights, stop signs and other intersections. 

Regulations regarding speed limits. 

Exempuons from following diraction-of-movement regulations or specified turns. 
Standard emergency or diaattar routes. 
Use of audible signals, e.g., siren. 
Use of visual signals, e.g., lights. 
Factora That Might Maka An EMT Uaa Unaafa Driving Habit.. 

• Lack of expertise in the dispatcher. 

• Inadequate equipment m the ambulance. 

• Inadequate training of the EMT-A. 

• Inadequate driving ability. 

Factora Contributing To Safe Driving. The EMT-A must: 

,03 260 



Be alert to changing weather arui dnving conditions. 

Foitow speafied routes tor routine runs but has alternate routes tor contingenaes. 
Use extreme teft-hand land on multilane highway. 
Drive defensively. 

Use care in exercising the right-of-way privilege. 
Exercise care in use of siren. 
Maintain sate following distances. 

Request other emergency assistance (e.g., police) as needed. 
ESCORTS and multiple vehicle responses are extremely dangerous and should be used 
only if unfamiliar with the location of patient or hospital. 

Neither vehicle should use lights or sirens. 

Provide for a sate following distance. 
Intersection Accidents. These are the most common type and include: 

Motonst arhves at intersection as light changes so he doesn't stop. 

One emergency vehicle follows another too closely and waiting motonst is not 

expecting it. 

Vision IS obstructed by vehicles and a pedestrian may be struck. 
Records and Reports 

General Considerations. Information must be obtained and records maintained to: 
Provide tor continuity of care. 

Furnish source of information for evaluating quality of care. 

Provide data for analysis of causes, types and degree of illness and injury requiring 

emergency care. 

Furnish legal evidence and EMT protection. 
Provide administrative records. 
Although records are important, they never take precedence over emergency care. 
Record forms vary but certain information is typically obtained; for example: 
Patient's name, age. sex. address. 
Type of in|ury or nature of illness. 
Mechanism of injury. 

Location of patient when first seen and treatment. 
Rescue measures preceding emergency care. 
Findings of pnmary and secondary survey. 
Care given at site or during transport. 

Vital signs, patient's condition and changes in vital signs during transport. 

Hospital to which patient was taken. 

Disposition of patient's valuables. 

Signature of patient or relatives if patient care is refused. 

Procedures followed and disposition of patient in the event of death. 

Dying statements. 

Circumstances involved in homicide, suidde. rape. 

Statements made by patient or others that might serve as legal testimony. 

Administrative information, i.e.: 

Date of call. 

Time of call. 

Name and telephone number of caller. 
Time of dispatch. 
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Time of arrival at scene. 

Tme of leaving scene. 

Time of arnval at emergency room. 

Time of leaving emergency room. 

Time of return to base. 

Patient's insurance identification. 

Name of dispatching agency. 

Names of EMTs responding to the call. 

Type of run to scene— emergency/routine. 

Type of run to nospital— emergency/routine. 
EMTs should not disturb suicide notes and safeguard homicide weapons for the proper 
authorities when they are not present at the scene of the emergency. 
All information obtained from the patient or his surroundings should be considered 
confidential and should be released only to the proper authonties. 
Communications 

Important and Usafui m the following manner: 
Detection and reporting of acadents. 
Assignment of calls to appropriate sen/ice providers. 
Maintaining contaa between the vehicle, dispatcher and hospital. 
Alerting of other emergency resources. 

Relating information on patient's condition and obtaining information on care of the 
patient. 

Oistnbuting patients among hospitals. 

Alerting hospital emergency departments of type of patient being brought in. 
Typical Communicatlona. Review of typical communications equipment available and 
procedures used in the area. Including: 

Channel and frequency allocation. 

Procedures dunng each phase of the run. 

Initiating and terminating a call. 

Sequence of patient information. 

Suggastiona 1. You have loaded your ambulance with two viaims of an automobile acadent. One 

has a fraaured pelvis and is m severe shock. The other is unconsaous and is breathing 
with great difficulty. You are the duver of the amoulance. Describe all procedures you 
would follow until your patients are deposrted at the hospital. Include communications 
and driving procedures. 

2. Complete one copy of each report required of EMT's in your area for a simulated 
case. Be prepareo to descnbe what each completed report means. 
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Lesson 29 



At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

Ambulance 

Ambulance repeater 
Audible signals 
Base station 
Channel 

Communications 
Dedicated line 
Dispatcher 

Federal Communications Commission (FCC) 
Hot line 

Land mobile service 

Mobile repeater station 

Multiplex 

Patch 

Scanner 

Telemetry 
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Lesson 29 
TEN CODES 



Unable to copy - change location 

u^O-2 Signals good 

t/lO-3 Stop transmitting 

-4 Acknowledgement 

10-5 Relay 

-^0-6 Busy - stand by unless urgent 

4^0-7 Out of service (give location and/or telephone nxamber) 

L^O-8 In service 

^0-9 Repeat 

^0-10 Fight in progress 

10-11 Dog case 

^0-12 Stand by (Stop) 

10-13 Weather and road report 

10-14 Report of prowler 

10-15 Civil disturbance 

10-16 Domestic trouble 

10-17 Meet complainant 

10-18 Complete assignment 

.-10-19 Return to 

^AO-20 Location 

10-21 Call by telephone 

10-22 Disregard 

t^O-23 Arrived at scene 

*^0-24 Assignment completed 

10-25 Report in person to (Meet) 

10-26 Detaining subject, expedite 

10-27 Drivers license information 

D.L. 1 --To check for valid license 

D.L. 2 To check for previous CM. V.I. convictions 

D.L. 3 --To check for age or description or serial numbers, etc 

D.L. 4 -- To check complete driving record 

10-28 Vehicle registration information 

10-29 Check records for wanted 

10-30 Illegal use of radio 

*-^0-31 Crime in progress 

^0-32 Man with gun 

^0-33 EMERGENCY 

10-34 Riot 

10-35 Major crime alert 

uiO-36 Correct time 

10-37 Investigate suspicious vehicle 

10-38 Stopping suspicious vehicle (give station complete description) 

uiO-39 Urgent - use light and siren 
txlO-40 Silent run - No light or siren 

10-41 Beginning tour of duty 

10-42 Ending tour of duty 

10-43 Information 

10-44 Request permission to leave patrol for 

10-45 Animal carcass in lane at ^ 

10-46 Assist motorist 
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10-^7 
10-48 
10-49 
-^0-50 



.-^0-51 

^0-53 
10-54 
■ 10-55 
.xlO-56 
^0-57 
10-58 
10-59 
10-60 
10-61 
10-62 
10-63 
10-64 
10-65 
10-66 
10-67 
^0-68 
10-69 
10-70 
10-71 
10-72 
10-73 
10-74 
i^O-75 
.^0-76 
10-77 
10-78 
^0-79 
10-80 
10-81 
10-82 
10-83 
10-84 
10-85 
10-86 
10-87 
10-88 
10-89 
10-90 
10-91 
10-92 
10-93 
10-94 
10-95 



Emergency road repairs needed 

Traffic standard needs repairs 

Traffic light out 

Accident - F, PI, PD 

T-1 Motor vehicle hit same 

T-2 Motor vehicle hit pedestrian 

T-3 Motor vehicle ran off roadway 

T-4 Motor vehicle overturned 

T-5 Motor vehicle hit fixed object 

T-6 Motor vehicle hit train 

Wrecker needed 

Ambulance needed 

Road blocked 

Livestock on highway 

Intoxicated driver 

Intoxicated pedestrian 

Hit and run F, PI, PD 

Direct traffic 

Convoy or escort 

Squad in vicinity 

Personnel in area 

Reply to message 

Prepare to make written copy 

Message for local delivery 

Net message assignment 

Message cancellation 

Clear to read net message 

Dispatch information 

Message received 

Fire alarm 

Advise nature of fire (size, type, and contents of building) 

Report progress on fire 

Smoke report 

Negative 

In contact with 

In route 

ETA (estimated time of arrival) 
Need assistance 
Notify coroner 

Reserve lodging 

If meeting advise ETA 

Will be late 

Pick up checks for distribution 

Advise present telephone of 

Bank alarm 

Unnecessary use of radio 

Blockade 
Drag racing 




-96 Mental subject 
10-97 

10-98 Prison or jail break 

10-99 Records indicate wanted or stol 



Signal PR Portable Radar 
Signal PT Portable Tape 
Signal 100 Night patrol 
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Lesson 30 

Ambulance Operation H 



Introduction 



Objectives 



Overview Of 
Leseon Contents 



Certain additional non-medical roles including: vehicle inspection, equipment 
maintenance, traffic control and other duties are routinely assumed by EMT's. Familiarity 
with these roles is necessary to ensure the overall competency of the EMT-A. 

At the conclusion of Lesson #30. the instructor will have provided sufficient information, 
demonstration and practice to the student, to ensure his/her ability to: 

• Identify all vehicle systems and equipment requiring daily inspection. 

• Identify the proper storage location of ail equipment carried on the ambulance. 

• Describe the non-medical role of the EMT at: 

—Traffic accidents 
—Crime scenes 
—Emergency Department 

• List all local and State protocol to be followed during any phase of an ambulance 
run. 

• List at least 6 of the 8 phases of an ambulance run. 

Phases of an Ambulance Run 
Pre-Run: Phase 1 

Vehicle maintenance. 

General Considerations. The vehicle requires routine maintenance, daily inspection, 
and inspections after each run. 
Daily Inspections. Inspection should include: 
< inspection of vehicle systems 

Emergency lights 
Wipers 
Horn 
Siren 
Windows 

Door closing and latching devices 
Communication equipment 
Power systems 

Air-conditioning, heating and ventilating systems 



Fuel 
Oil 

Fluid circulation system 

Battery 

Brakes 

Tires 

Wheels 

Headlights 

Stop lights 



Turn signals 

Inspection and inventory of emergency care equipment and supplies. 
Cleanliness of exter^nr and interior of vehicle. 
Inspections After i Run. 

There should be a sufficient supply of fuel depending on expected duration of runs. 

There should be a full supply of emergency care equipment and supplies. 

The interior of the vehicle and equipment and supplies should be cleaned or 

decontaminated as necessary. 
Equipment Maintenance. 

Checked and maintained. 

Restocked and repaired. 

Standardized placement. 
Dispatch: Phase 2: should include the following: 

Other pre-run considerations revolve around organization of personnel, equipment, 
resources and vehicles. 
Central access 
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Study Suggestions 



24 hour availability 
Trained personr^el 
Dispatch information 

Name, location and number of caller. 

Location of patient. 

Number of patients and severity. 

Other special problems, e.g.. hazardous material spill. 
Enroute To The Scene: Phase 3: 

Use or non-use of emergency privileges dependent upon dispatch information. 

Assignment of personnel. 
Assignment of projected equipment needs. 
At The Scene: Phase 4 

Park safely. 

Identify and control hazards. 
Gain access. 
Provide patient care. 
Prepare patient for transport. 
Move to. load and secure patient in ambulance. 
Enroute To The Hospital: Phase 5 
Use prudent driving practices. 
Additional care and monitoring of the patient. 
^ Completion of patient forms. 
Notification of hospital. 
Reassuring patient. 
At The Hospital: Phase 6 
Transfer of patient. 
Transfer of records. 
Equipment exchange. 
Enroute To Station: Phase 7 
Advise dispatch 
•'Straightening up" vehicle 
Post Run: Phase 8 
Inspect and fill vehicle. 
Inspect and restock supplies. 
File reports. 
Clean vehicle. 
Notify dispatch. 

1 Complete a daily inspection on an ambulance using a standardized form. 

2. Become familiar with each compartment of the ambulance and list where each item 
of equipment is carried. 

3. Given a simulated ambulance call, list the responsibilities you might have during 
Okxch phaso ol Iho run. 
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Lesson 31 

Farm Industrial Accidents 



Introduction: 



Objectives: 



Competencies : 



This session investigates farm accidents, basic procedures to 
assist in rescue and provide emergency care. Anhydrous 
ammonia and pesticide incidents are included. 

Upon completion of this lesson, the learner will provide basic 

rescue and care for person in farm accident. 

. Rescue and provide care for victim of tractor overturn. 

. Provide basic rescue and emergency care for persons involved 

in farm accidents with harvesting equipment. 
. Provide bas rescue and emergency care for persons involved 

in auger and elevator accidents. 
. Provide basic rescue and emergency care for persons involved 

in flowing grain entrapment. 
. Provide basic rescue and emergency care for persons exposed 

to poisonous gases. 
. Recognize dangers associated with pesticides and discuss 

rescue and emergency care. 

Emergency treatment for victims of tractor accidents. 
Emergency treatment for victims of harvesting equipment. 
Emergency treatment for victims of auger and elevator 
accidents . 

Emergency treatment for victims of grain bin entrapment. 
Emergency treatment for victims of gaseous accidents. 



Outline: 



I Definition and description 

II Tractor overturns 

III Harvesting equipment 

IV Auger and elevator accidents 

V Flowing grain entrapment 

VI Gases - silo -gases, anhydrous ammonia, manure pits 

VII Pesticides 
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Lesson 31 
Terminology List 

At the completion of this lesson, you should be able to define and use the 
following terms correctly. 

Auger 

Block and stabilize 

Disassembly 

Entanglement 

Entrapment 

Fermentation 

Flammable 

Furaigants 

Pesticide 

PTO Shaft 

Suffocation 
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Lesson 31 

Assessment and Treatment of Various Gases (silo and manure pit) 



Gas Characteristic 

Ammonia Heavier than air, 

(NH3) so near bottom. 

Sharp odor. 



Assessment 

Irritation of 

respiratory 

tract. 

Asphyxiation . 



Rescue and 
Treatment 

Wear self-contained 
breathing apparatus . 
Take victim to fresh 
air and give CPR as 
needed. 



Carbon 

dioxide 

(CO2) 



Heavier than air. 
No odor. 



Dyspnea , 
headache , 
drows iness , 
asphyxiation. 



Wear self-contained 
breathing apparatus . 
Take victim to fresh 
air. 

CPR as needed. 



Hydrogen 

sulfide 

(H2S) 



Heavier than air. 
Smells like rotten 
eggs. 



Irritated eyes , 
respiratory 
tract, 
headache , 
dizziness , 
nausea, 

unconsciousness , 
and death. 



Wear self-contained 
breathing apparatus . 
Take victim to fresh 
air. 

CPR as needed. 



Methane Lighter than air, 
(CH4) so rises to top. 



Mild asphyxiant, 
Often causes 
explosions . 



If methane is present, 
there is a high proba- 
bility of cardon diox- 
ide also being present. 
Assume a contaminated 
atmosphere, unless ven- 
tilation and testing 
prove otherwise. Wear 
self-contained breath- 
ing apparatus and have 
fire department standby 
with a hose line. 
Take victim to fresh 
air. 

CPR as needed. 



Nitrogen 

dioxide 

(NO2) 



Heavier than air . 
Smells like bleach. 



Irritate eyes, 
nose, and 
throat , 
dyspnea and 
fever , 
death . 



Wear self-contained 
breathing apparatus. 
Take victim to fresh 
air and provide CPR. 
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FARM ACCIDENTS : APPROACHES FOR EMS 



Introduction - Factors which affect rural EMS care. 

A. Farmers at risk: 

1. Farmers make up only 2 to 3% of the U.S. population, but 
farming is "the" most hazardous occupation in the U.S. on a 
per capita basis. 

2. A 1988 ISU study shows Iowa farmers have an accident rate of 
1/5.6 farmers per year. The study's definition of accident is 
one which requires attention by a physician. 

B. Time - IT IS NOT ON OUR SIDE!!!! 

1. The Gold Hour Philosophy - is deeply rooted in agricultural 
related EMS care. A maximum of 1 hour from the time of the 
accident to the patient being on an operating table is not 
always possible. Trauma sometimes needs specialized emergency 
care (e.g., neuro surgery, limb attachment, etc.) and access 
to this care from the rural areas is limited which adds even 
more time for the patient to reach the care he needs. 

2. Farm equipment is not made like a passenger car. Rarely will 
you be able to extricate a patient from farm equipment with, 
the tools that are carried on an ambulance. 

C. Why do accidents occur? 

1. Physical: 

a. Strength - Is the farmer an elderly man not capable of 
lifting or doing what he once did? 

b. Reaction Time - Has the farmer been up late too many 
nights in a row trying to get the crop out? 

c. Body Size - Can an overweight man run away from the bull 
like he did when he was younger and thinner? 

d. Age - As we get older we start to lose our hearing and our 
vision. 

2, Psychological: 

a. Temper - After the auger plugs for the third time maybe 
the farmer forgets to replace the shield. 

b. Anxiety - I have to get this crop out before it rains 
tomorrow. 

c. Apathy - I'm getting foreclosed on next week an)rway, who 
cares if I get the crop out. 

Common Care Considerations of Farm Accidents. 

A. PROTECT YOURSELF! Check for hazards first! 
Entanglements with electrical lines, toxic silo or pit gasses, 
chemicals, and unstable scenes (such as hillsides with tipped 
equipment) are all hazards to the rescuer, patients and 
bystanders. The scene must be under control BEFORE patient care 
can begin. Call ancillary personnel with expertise to stabilize 
the hazardous situation. 

B. Rules of thumbs for coping with farm machinery. 

1. Turn the power to the machine off FIRST! - Do not become the 
second victim. If you do not know how to shut the equipment 
down, DO NOT EXPERIMENT! Get someone to the scene who does 
know how to do it. 

2. NEVER use machine power to get a patient out of that same 
machine. If a patient is caught in a machine, do not reverse 
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the direction of the machine to get the patient out. It is 
difficult, if not impossible, to control the machinery in 
reverse precisely enough to prevent further injury to the 
patient. Control is the key and this is best done by hand. 
3. If you do not know how the machinery will react during the 
extrication - wait until someone who does know can get there. 
The wrong pressure applied in one area could release a spring, 
etc. and cause further injury. 

III. Tractor Accidents 

A. Facts - Who and How: 

1. Distribution by Age: 

0 - 14 yrs. 7% 

25 - 64 yrs. 70% 

> 64 yrs. 4% 

2. An ISU study showing how people were injured involving 
tractors : 

Falls from 13% of all tractor injuries 

Overturns 58% (Older tractors with a very narrow 

wheelbase in the front are especially prone to rollover) 

PTO 3% 

Other 23% 

3. Tractor use at the time of the accident: 

Harvesting/tillage 10% 

Traveling to field 14% 

Run - a- ways - 6% 

Stationary (PTO use) 10% 

Parked 60% 

B. Rollovers: 

1. Accident Mechanism: 

a. 89% of rollovers are to the side. 

At 15 to 25 miles per hour, which is "road gear" for most 
tractors, it is very easy to drop one wheel off the edge 
of the road and rollover. Driving too fast over bumps (in 
a field or on the road) will also cause a tractor to tip. 
Additional equipment (e.g., front end loaders) can also 
decrease the tractor's stability on steep inclines. 

b. 10% of rollovers are to the rear. 

There is no place for the farmer to go but straight back 
and that is where the tractor will also go. A high 
percentage of these rollovers end up in fatalities. 
1) Risk situations for tractor rollovers are using the 
tractor improperly for pulling and backing down steep 
inclines. A drawbar on the back of the tractor should 
be used when the tractor is pulling something. In 
some situations, the farmer may instead use the 
tractor axle as the "pulling point." This is an 
unstable point of attachment for pulling on the 
tractor and it may cause a rollover. Farmers often 
find it necessary to drive up or down steep inclines, 
this also may cause rollovers. 



c. Open top vs. cab. 

It is easy to see that if a farmer rolls a tractor without 
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a cab, as the fanner falls into the ditch, the tractor 
follows him in and lands on him. Tractors made since OSHA 
began regulating farm equipment, have cabs with a rollover 
bar builu into the frame. When these tractors roll over, 
the bar gives more support to the cab and provides better 
protection for the driver. 

2. Anticipated Injuries: 

a. Crushing to any and all body areas should be anticipated 
with associated internal and external bleeding, shock, 
fractures, respiratory distress (from chest injuries), and 
head injuries as probable injuries. 

b. Thermal burns from the engine fluids (oil, hydraulic 
fluids) and chemical burns from battery acid and tire 
fluids are possible. 

3. At the Scene: The Rescue: 

a. Shut the tractor off! (Gas vs. Diesel) 

b. Use blocking and chains to stabilize the tractor so it will 
not move any more. 

c. Beware of battery acid, fuel, radiator coolant, and hot 
oil all of which might be leaking on the ground, patient, 
or YOU. 

d. Large amounts of gasoline or diesel fuel are often 
spilled. Since extrication can produce sparks, have the 
firemen stand-by with a charged fire hose and chemical 
fire extinguishers. 

e. If the patient is trapped underneath, you will need to 
lift the tractor up enough to get the patient out. 
Possible tools needed: Hyd. cutters, air bags, jack, 
wrecker truck and hoist, or another tractor with a front 
end loader and chains . 

1) When lifting a tractor or any piece of equipment off 
of a patient, THINK PHYSICS - lifting on one side will 
cause the other side to sink further into the ground. 
If another tractor or a tow truck is used to lift the 
tipped tractor, use a cable (NO NYLON ROPE, it 
stretches) or chain and fasten it on the AXLE of the 
tipped tractor on the side to be lifted. Consider 
draping the chain with a tarp in case the chain would 
break. Keep non-essential rescuers back from the area 
to prevent their injury if a chain would break. Watch 
and block as the tractor is lifted to be sure the 
tractor doesn't "shift" or roll further endangering 
the patient. Remember: IF YOU LIFT AN INCH, CRIB AN 
INCH! The maximum distance to life without shoving in 
more cribbing is 2 inches. One inch would be even 
better. 

2) Consider scooping dirt out from under the patient to 
relieve some of the pressure on him. Be sure to crib 
if enough dirt ;has been removed. 

3) Stabilization of the patient is needed before moving 
him, it may not be possible if the scene is not stable 
(as discussed previously). If possible, apply a 
cervical collar, then pull the patient out by his long 
axis. Use of a long board is preferable to do this 
removal, but may not be possible.. Treat the patient 
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further at this time only after both the patient and 
rescuers are in a safe place. Have your MAST suit 
ready to put on before you lift the tractor. Consider 
starting IVs if you are an advanced service. 
C. Skid-Loader: It is not a Tractor. 

1. The operation of a skid-loader is similar to a tank. To turn 
right, a brake is applied to the wheels on the right side of 
the machine while the left wheels are allowed to turn. 

Vice -versa to turn left. 

2. Due to the compact size of these machines, it doesn't take 
much of a load in the bucket in front or much of a sloping 
hill to tip them over (high center of gravity) . 

3. From the factory, all skid- loaders come with a cage the 
operator sits in while operating the machine. Farmers 
sometimes take these cages off to drive into small doors on 
buildings and the protection the cages provide is gone. 

4. Accident mechanism: 

a. If the farmer is not buckled in with the seat belt, and 
bucket is raised, he may fall forward and become caught 
between the bucket and the ground. 

b. Sometimes the operator will raise the bucket up in the air 
to work on the front of the skid- loader. If the 
hydraulics should fail, the bucket will come down trapping 
him between the front of the loader and the bucket. 

c. If operating the skid- loader on a side hill the loader can 
roll over pinning the farmer under it if the, cage has been 
taken off. 

5. Rescue: 

a. If your patient is trapped, you will probably need Hyd. 
spreaders or air bags to release him. 

b. Remember to block the skid- loader wheels. 

c. The injuries caused by skid- loader accidents are the same 
as associated with tractor accidents. Use the same 
patient care techniques. 

IV. Hydraulics 

A. What is a hydraulic system? - The use of liquid (usually oil) 
under pressure to do work. 

1. The pressures that most hydraulic cylinders work at is between 
1000 and 2500 psi. In some heavy duty industrial settings, it 
can be much higher. NEVER cut anything that even resembles a 
hydraulic hose. That hose may be under pressure even if the 
machine is not running and is turned off. You can't tell by 
looking at it if there is pressure in the hose. The fluid in 
the hoses also becomes hot as pressure increases in the 
system. 

B. Injuries: 

1. Injury is usually caused by penetration of the hydraulic fluid 
into the body. At 1000 psi, a pin-hole will shoot right 
through a person's hand. This will cause destruction of body 
tissues from impact of the fluid. 

2. Hydraulic fluid is usually an oil and is impossible to clean 
out of human tissue. Even if the tissue damage from the force 
of the penetration of the fluid is not great, the tissues must 
be cleaned out to prevent infection and this may require 
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significant loss of tissue. This may result in permanent 
disability to the patient. 

3. Since the fluid is hot, burn at the site of fluid penetration 
into the body is probable resulting in more tissue 
destruction. The hot fluid also may spray out under pressure 
and bum other areas of the patient. 

4. Hydraulic motors and pumps can explode and spray fluid as 
projectiles . 

5. Crushing of a patient because of loss of hydraulic pressure 
can happen as a patient becomes entrapped under/between pieces 
of machinery. 

C. Rescue from entrapment controlled by hydraulics. 

1. Get someone familiar with the system! A mistake could cause 
further patient injury. 

2. Always assume there is pressure in the hydraulic hoses. 

3 . Hydraulic fluid may be flammable and avoid sparks/flames and 
have a charged fire hose or ABC fire extinguisher available. 

4. Whenever possible, lift the equipment with air bags, Hyd. 
spreaders, etc. since the spreading mechanism can be more 
easily handled with these tools and the rescue will be more 
controlled. Be sure to CRIB and BLOCK. 

5. If releasing pressure in the hydraulic system is necessary, 
secure and shore the equipment before any pressure is 
released. 

6. If controls cannot be used to release the pressure, disconnect 
the hydraulic hose at the tractor. By covering the end of the 
hose with a blanket, the hose end may be struck on a hard 
surface thereby releasing a little pressure on the hose as 
the oil shoots out. Be SURE to cover the end of the hose for 
when the oil shoots out it will go all over if not covered. 
(Remember the oil may be hot.) 

7. DO NOT CUT THE HYDRAULIC HOSES - the pressure will cause the 
hot fluid to spray and burn. Only as a last resort should 
this be attempted. A bolt cutter or hacksaw will be used to 
cut the hoses AFTER the patient and rescuers are protected 
from spraying fluid. 

D. Patient management: 

1. As with all management, assess and treat the patient's ABC's. 

2. If it is a localized wound caused from pressurized fluid 
entering the patient's body, dress the wound and splint. 

3. Consider the extent of the patient's injuries as to 
appropriate use of oxygen. If the patient's injuries are due 
to entrapment due to loss of hydraulic pressure, manage the 
patient as any other tractor/trauma patient. 

ft 

V. Power Take-offs 
A. What is it? 

1. A PTO (Power Take-Off) is a steel shaft usually covered by a 
guard which hooks up to a tractor on one end and another piece 
of equipment on the other end of the shaft. The shaft 
normally telescopes over itself and so its length is 
adjustable. As the name implies, the shaft takes power off of 
the tractc * and gives that power to another machine. 

2. Tractors can operate a PTO shaft at one of two separate 
speeds. Some operate at 540 rev./min. and others are 1000 
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rpm's (rotation per minute). They may also be operated at 
slower speeds. 

3. The pro shaft turns in a clockwise direction as you face the 

rear of the tractor. 
Safety guards on the PTO: 

1. The new style guards are made of plastic. Older PTO shafts 
were guarded with steel guards. Very old shafts do not have 
guards . 

2. When steel guarded shafts sit out in the rain and snow for a 
few years, the guard can rust to the shaft. When this 
happens, it looks like the shaft is guarded but it is not, 

3. It takes only a little nick or rough edge on these shafts to 
catch a piece of clothing and the farmer gets pulled into and 
wrapped around the shaft. 

Mechanism of injury caused by PTOs: 

1. As a victim is "grabbed" by the PTO which is rotating at a 
slow speed (540 rpm) , he is wrapped around the shaft and spun 
nine times per second. 

2. The patient's injuries are usually massive. Traiamatic 
asphyxia from sudden twisting on the clothes around the 
patient, fractures, lacerations, amputations, head and other 
internal injuries are all probable. 

Rescue of the PTO victim: 

1. Be sure the power is OFF! (I.e., the tractor) and disabled so 
it cannot start again. On some tractors, it is possible that 
turning the PTO shaft could re-start the tractor's engine. 

2 . It may be that only clothing is holding the patient onto the 
PTO shaft and you will have to cut away at his clothing to get 
him off. This is not always as easy to do as it sounds. Use 
your seat-belt scissors. 

3. If the patient cannot be released by his clothing, disconnect 
the PTO shaft from either the tractor or equipment. You may 
need to call someone who knows the equipment. You may need to 
use a combination cutting clothes and unhooking the PTO shaft 
to successfully release the patient. 

4. Cutting the PTO shaft may need to be done if you are not 
successful using the other two methods of patient release. A 
hacksaw works well for this. 

Patient management: 

1. Assume the patient has neck and back injuries and stabilize 
with a cervical collar if his condition will allow. 

2. The other injuries v;ill be so varied and usually involve many 
body systems, that triage of the injuries is vital with 
special attention to maintenance of the ABC's. 

3. Depending on your distance from the hospital, it may benefit 
the patient to call in an air ambulance. 

er 

What is it? 

1. An auger is a piece of equipment consisting of a shaft with a 
flighting which rotates inside a tube. 

2. The purpose of an auger is to move a material, usually grain, 
from one place to another. 

3. Augers come in all different sizes of diameters and lengths. 
They may be powered by an electric motor or run by a gasoline 
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engine, or a PTO shaft. 

4. Most augers have some sort of guard to cover the flighting. 
Some of the older augers do not have guards or have had the 
guard removed while being worked on. 

5. The speed augers turn is widely variable. 
Auger Mechanism of Injury: 

1. Lack of appropriate guards, slipping or falling into them, and 
complacency are the major factors relating to auger accidents. 

2. The gear assembly and the PTO shaft can also be the cause of 
injuries . 

3. Directly inserting a limb into the auger is not necessary to 
become entangled in one. A sweep auger (used to "sweep" out 
an area as its name indicates) often has no guard. A pant leg 
can be "grabbed" and pull the person into the auger just like 
a PTO shaft would. 

4. Where the auger screw meets the casing, a "shear point" is 
created. At this point, tearing and twisting of the limb 
occurs as the limb is pinched between the auger flighting and 
the tube. The injuries resulting are serious lacerations and 
amputations . 

Rescue from entanglement with augers. There are a number of ways 
to get someone out of an auger, depending on the part of the body 
that is entangled, how far into the auger the part has gone, and 
the size of the auger. 

1. First, SHUT OFF THE POWER WHICH RUNS THE AUGER! 

2. If the limb is amputated and in a short way, take a pipe 
wrench and gr^b the shaft of the auger to turn the auger 
backwards by hand. The EMT must be careful to not get his 
fingers caught in the auger when doing this (turn the auger 
slowly) . This will allow the EMT to retrieve the body part 
for possible reattachment to the patient. 

3. If the limb is amputated and into the auger farther OR, IF THE 
PATIENT IS STILL ATTACHED TO THE LIMB, you must take the auger 
apart. 

a. One way is to cut away the tube which is around the auger 
with a hacksaw or air chisel. Cut the tube crosswise at a 
point well above the entangled limb (be sure the patient's 
limb is not directly beneath the site you are cutting). 
Then, make another cut lengthwise down the tube beside the 
limb so using a pry bar or pliers, you can fold the tubing 
back to expose the limb. If the tube is too thick to bend 
back, you may need to make another lengthwise cut to 
create a "lid" which can be lifted off. 

b. The auger shaft itself can also be cut with a hacksaw or 
Hyd. cutter above and below the patient entry point if 
needed, to allow the limb to be extricated. Do not cut 
the shaft (or tubing) at a splice since the shaft will be 
solid all the way through at that point and for four to 
eight inches on each side of the connecting point. 
Anywhere else, the shaft is usually hollow and can be cut 
with a hacksaw or Hyd. cutter (a carbide blade is a must)! 

c. Consider taking the shortened section of the auger with 
the patient still in iic to the ER. There, the patient can 
be extricated and bleeding can be managed in a controlled 
setting. 
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d. Using a cutting torch to cut the auger loose can also be 
used, but should be used only as a last resort. The 
cutting torch produces hot, melted steel with flies and 
can burn you and the patients If the auger was empty when 
the patient became eiitangled in it, the melted steel will 
fall down inside the auger tube and roll down onto the 
entrapped limb. 
D. Patient management: 

1. ABC's. 

2. Give maximxim oxygen - the patient is probably in shock (do not 
give if a cutting torch is in use) . 

3. While the body part is still in the auger, there may be enough 
pressure to control any bleeding. If the ERT removes the 
patient, bleeding may start again. Be ready to apply 
dressings and pressure. Lacerations from augers are often 
deep (to the bone) and may be nximerous. Assume bones will be 
broken so have splints ready. 

4. If a body part is amputated, do not waste a lot of time at the 
scene looking for it. The priority is to get the patient to 
the hospital. Have someone at the scene continue to search 
for the missing parts and bring them when found. 

5. Consider calling a helicopter or asking for a doctor at the 
scene if the extrication will be prolonged. 

VII, Other Machinery - Balers, Corn Pickers, Elevators, Self -Unloading 
Wagons , Combines , Tillage Equipment . 

A. General Description - Most farm machinery is a combination of the 
previous machinery (auger, PTO's) and belts, chains, and gears 
with variations. Many of the extrication situations you will 
become involved with have similar components. 

B. Mechanism of Injury and Rescue: 

1. Entanglement in the belts, chains, and gears are frequent 
causes of injury. 

a. The resulting injuries are usually fractures, amputations 
of fingers, and lacerations. 

b. The rescue: 

1) First - SHUT DOWN THE EQUIPMENT! 

2) Cutting the belts/chains with a bolt cutter or find 
the "master link" on the chair and separate it. 

3) Dismantle the gears if the patient is trapped in them. 

c. The patient's injuries will usually be localized to 
extremity entrapped. As with any trauma, treat not only 
the obvious injury, but do a patient exam and take a 
history which might turn up other considerations besides 
the obvious. Usually, splinting and bandaging the 
extremity is needed and possible treatment for shock is 
indicated. 

2, Entanglement in PTO's (which frequently powers the equipment 
being used), augers entanglement, and being "pinned" under the 
equipment also occurs on the farm. These accidents are 
usually more life -threatening but less frequent than the above 
situations. Follow the guidelines established earlier in this 
lecture . 

C. Balers - A baler is a piece of equipment used to compress plant 
material into a manageable size so it may be stored and used at a 
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later date. Hay, straw, and corn stalks are most frequently 
baled. 

1. Conventional balers form small rectangle bales which are held 
together with wire or twine string. 

a. Mechanism of injury/injuries • 

1) Farmers may attempt to make adjustments to the baler 
before they turn it off. Entanglement in the PTO 
shaft, knotting mechanism, and the "pick up" are most 
common. 

2) The hands and arms are usually the limbs entrapped 
which result in amputations, crushing, and punctures 
^o the limbs. It is possible for the farmer to be 
julled into the baler farther resulting in head and 
chv'^st injuries, but these are less common. 

b. Rescue and patient management. 

1) Shut the machine off and disassemble the parts needed. 

2) It may be necessary to cut the tines off of the 
pick-up with bolt cutters of Hyd. cutters. 

^ 3) If a cutting torch is needed - REMOVE THE PLANT 

MATERIAL FROM INSIDE THE MACHINE AROUND THE BALER 
FIRST! Have the fire extinguisher ready for use! 
4) Most of the injuries will need splints and dressings 
as soft tissue injuries and fractures are probable, 

2. Round Baler - Instead of pressing plant material into small 
rectangular bundles which are easily handled by one man, a 
round baler rolls the plant material into a 100 to 1500 pound 
cylinder. The round baler is powered by a PTO shaft from a 
tractor as is the small baler. 

a. Mechanism of injury/ injuries - Farmers become entangled in 
this baler by adjusting it while it is running, much as 

in the small baler. 

1) Farmers usually get caught in the pick-up and the 
belts/chains which compress the crop. 

2) Because of its larger size, the entire person can 
become entangled and compressed. Friction burns from 
belts can also occur which can cause significant 
tissue loss. 

b. Rescue and patient management. 

1) Shut the baler OFF! 

2) Block any of the parts which may shift. 

3) Cut the belts and chains and remove plant material, 

4) Loosen the rollers and belts carefully since they are 
under tension and could spring back, causing further 
injury to the patients and rescuers. 

5) Take fire precautions (have a fire extinguisher ready) 
during the extrication. 

6) Treat the patient's injuries as necessary. (ABC's, 
etc) Treat the burns from the belts as you would any 
thermal burn. Protect them from further loss of 
moisture with a damp dressing covered with a dry 
dressing. 



Mowers 

The category of mowers includes everything from lawn mowers to 
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ditch mowers used by the country road crew. Different mowers 
operate on one of two types of cutting actions . The mower can 
have a blade that spins around and cuts or there may be a sickle 
that moves back and forth to do the cutting. 

1. Mechanism of Injury/Injuries. 

a. A victim frequently becomes injured by a mower when the 
tractor the mower is attached to rolls on a slope or the 
victim slips a hand or foot under the operating mower. 

b. The injury which results is usually a serious laceration 
or amputation. Shock can easily follow. 

2. Rescue and patient management. 

a. Disentanglement is usually not needed. Control of 
bleeding and treatment for shock will be priorities. 

b. Locating amputated parts may be difficult, especially if 
a rotary mower was involved. Use procedures previously 
discussed for handling an amputation. 

Combines 

A combine is a machine used to harvest the seeds of plants (corn, 
soybeans, oats, and wheat). They are usually self-propelled. 

1. How does it work? 

a. By attaching different pieces of equipment to the front of 
a combine (called heads) , a farmer can harvest different 
kinds of plants. A grain table is used to harvest 
soybeans and wheat. This type of head can be identified 
by a sickle in the front of the head which goes back and 
forth at high speed to cut the plant stem. Once the plant 
is cut, a reel pushes the plant into a large auger which 
augers the plant to the middle of the machine. It enters 
the threshing chamber of the combine. Here the seeds are 
stripped from the stem and are taken to a small holding 
bin on top of the combine. The stems and leaves are sent 
out the back end of the machine. 

b. Another attachment that can be used is called a corn head. 
This head is used to harvest the seeds of a corn plant. 

It has a number of snouts that stick out in front. The 
combine is driven so one row of corn goes between two 
snouts. As the corn enters this area, the stem is grabbed 
by a pair of snapping rollers which pulls the stalk through 
the rollers, but leaves the ear. The ear then goes into 
the machine to separate the seed from the cob. The rest 
of the process is the same as for soybeans and wheat. 

2. General mechanism of injury/patient injuries: 

a. Most injuries caused from entanglement in a combine occur 
when the farmers are repairing, working on, or are 
cleaning it out while the combine is still running. 

b. Hands, feet, and clothing (gloves) are "grabbed" as the 
farmer works on the equipment and he can be pulled into 
moving parts. 

c. Lacerations, frictions burns, and amputations result. 

3. Snapping Rollers - hazards and injuries: 

a. Snapping rollers are on the corn head. They are shafts 
which run "up" the nose of the combine, side-by-side. 
They have interlocking fingers which grab the corn stem 
and pull the corn through. There is a pair of snapping 
rollers for every row of corn being harvested (a combine 
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harvesting two rows of corns at a time has four snapping 
rollers, etc.)* People often get a hand or leg caught in 
these rollers . 

b. No matter how quick the farmer's reaction time is, he is 
not fast enough to prevent entanglement. 

1) Snapping rollers pull material through them at the 
rate of 18 feet per second. 

2) Human reaction time is normally 0.3 seconds. 

3) Most com stalks at harvest time are from 5 to 8 feet 
tall, averaging around 6 feet. When the farmer 
leaves the machine running and gets out to unplug it, 
he grabs at some of the plugged stalks and pulls on 
them. If he succeeds in unplugging the machine, the 
slip-clutch snaps back together and the snapping 
rollers start to move. 

4) If the farmer is holding one of the stalks at the time 
it starts to move, his hand and arm are caught in the 
rollers . 

c. Extrication and patient management: 

1) If a person is caught in the snapping rollers of a 
combine, the first step of extrication is SHUT THE 
COMBINE OFF! 

2) For this situation, extrication air bags are the tool 
of choice. Why air bags and not Hyd. spreaders? The 
spreader cannot keep a good grip on the rollers. The 
rollers tend to roll when being spread instead of 
moving apart. When using air bags, the rollers just 
spread apart. The friction of the bags inhibit 
rolling. Be sure to have blocking reading to block 
the rollers as they are spread. 

3) ABC's are always first. Oxygen may be put on. The 
pressure of the snapping rollers on the arm or leg may 
be controlling the bleeding for you. If that's the 
case, you better have MAST trousers out and laid open 
on the long board ready to put on. When that pressure 
is released, profuse bleeding may occur. Anticipate 
that fractures as well as major lacerations will be 
present and have splints ready. 

4) Consider calling a helicopter or physician to the 
site. Appropriate procedure will depend on the 
anticipated extrication time and time to a hospital-. 
In field amputations have had to be performed to save 
the life of a patient in past years. Without 
appropriate extrication tools, these desperate 
measures are sometimes needed. 

Sickle Injuries. 

There aren't many injuries caused by the combine's sickle. 
Perhaps it is because the hazard is so much more obvious than 
is the snapping rollers hazard. It is easy to see if one were 
to get their fingers into the sickle they could be cut off. 
Injuries caused by a sickle usually happens if the patient 
falls onto it. 



a. Depending what part of the body hits the sickle, it may 
cause an amputation or a severe laceration. 
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b. If an amputation occurs, handle it as other amputations. 
If the patient has a laceration, control the bleeding put 
on 02, splint if necessary and transport. 
Augers - they are in the combine, but because of their 
location in the machine, there are few entanglements with 
them. If a farmer should become entangled, follow the 
procedures discussed earlier. 

Chain and belt injuries • The combine is run by a series of 
belts or chains connecting one shaft to another. Since the 
inception of OSHA, it has been a requirement to have guards on 
the machine to cover belts and chains . Not all areas are 
covered by the guards and some guards are removed by the 
operator which increases the possibility for entanglement. 

a. Extrication: 

1) If the farmer has his hand or finger caught between 
chain and a sprocket, the chain must be loosened or 
removed to get his hand or finger out. Every chain 
and belt is kept tight by something called a 
tightener. This tightener can be loosened which may 
give enough slack to the chain to get a finger out. 

2) If more room is needed the chain will have to be split 
apart. Every chain contains at least one link called 
a connecting link. This is the segment of chain which 
can be easily disconnected. Depending where this link 
is located on the chain, it may not be accessible to 
you. If that is the case, a bolt cutter may be used 
to cut it apart. 

b. Patient management: 
Anticipate the same injuries as with all other chain/belt 
entanglements and follow the same procedures. 

Grain Bins 

A. Description of grain bins - What are they? 

1, Grain bins are used on the farm and at elevators for the 
drying and storage of grain. 

2. They come in many sizes. The size can vary from 1000 bushels 
to millions of bushels per bin. Most farm bins range from 
1000 to 50,000 bushels. Bins at large elevators can be as 
large as 200,000 to 500,000 bushels. Some of the cement silos 
at large elevators can hold millions of bushels. 

B. Moving Grain - Deceptively Hazardous. 

1, Dry grain flows down at a 60 degree angle. The more wet the 
grain, the more steep the angle of grain flow becomes until it 
gets to 90 degrees and no longer will flow. 

2, When emptying a bin, a hole is usually opened up somewhere in 
or along the floor of the bin. A column of grain the same 
size as that hole will start to flow down from the top of the 
grain. The grain on top keeps filling in the void until the 
60 degree angle is formed. So it is always the grain on top 
that is removed before the grain underneath can move. 

3, If a person would step into that moving column of grain, it 
would take less than 3 seconds for the person to be pulled 
down to where the grain would cover his knees. At that point, 
the person can no longer pull himself out of the flowing 
grain. 
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4. The person is then pulled with the grain to the bottom of the 
bin where suffocation rapidly occurs. The pressure of the 
grain on the person's chest will impair the victim's 
respirations even before the victim's head and face are 
covered. 

5. The same mechanism as stated above occurs also in gravity 
wagons which are used to move grain. The danger from these 
wagons comes when children climb inside the wagon while it is 
being unloaded. They become entrapped in the moving grain and 
may suffocate. 

C. Crusted Grain: 

1. The surface of grain in a bin may spoil and crust. This may 
not be apparent to the person in the bin! 

2. Wlien grain is augured out of the bin, a void forms under the 
crust. 

3. The crust can break when the farmer walks on it and he falls 
into the void. 

D. Rescue Precautions: 

1. SHUT THE POWER TO THE BIN AUGER OFF! 

2. Assume the victim is alive - even if he has been submerged for 
a long time. It is believed that the mammalian diving 
reflex may be activated in grain submersion. Even in the 
summer, the temperature of the grain in the middle of the bin 
is usually not much over 60 degrees F. Lacking other data, we 
must operate on the assumption that the victim is in this 
"suspended" state . 

3. Do not use the auger to empty the bin. Remember that it is 
the grain on top which is pulled down to be augured out first. 
If the victim is in the grain, he will be pulled down further 
with the grain. 

4. Use an adequate number of rescuers and ropes to perform the 
rescue. For safety of the rescuers, at least three rescuers 
are needed in a bin to retrieve the victim. 

a. If grain is not crusted, two of the rescuers are secured 
with ropes (use of a body harness is recommended) to the 
bin and one rescuer is outside on top of the bin to 
monitor the two inside and get assistance as needed. 

b» If the grain is crusted over, use a long stick or pole to 
knock the crust down before you enter. 

5. Dust masks fot the rescuers are needed to reduce the amount of 
dust and mold spores aspirated. In some persons, this dust 
and mold can cause serious allergic reactions. If the rescuer 
becomes dizzy or short of breath - HE MUST BE REMOVED! Give 
the rescuer oxygen and monitor him for allergic . sjonptoms/ 
worsening SOB. Transport of the rescuer may be necessary. 

E. Rescue of the Partially Submerged Victim: 

1. If the person is stuck somewhere from the hips down, it may be 
possible to "just pull him out." 

a. If a 150 lb. man is stuck in grain up to his armpits, it 



takes 800 lb. of pull straight up to get him out. That is 
the amount of force the grain is exerting on the body. 
It's impossible for two AVERAGE ERT's to lift that much 
weight. If they could lift the victim, the force may pull 
the victim's arms out of their sockets or cause internal 
injuries. 
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Entry of Rescuers in the Bin: 

The method of entry into a grain bin where a victim is 
partially submerged in the grain will be determined by how 
deep into the grain the victim is and how much grain is in the 
bin. 

a. If the victim is in the grain below waist level, the 
rescuers may enter the bin through the crawling door on 
the top outside edge of the bin. 

b. If the victim is submerged in the grain so only his head 
and/or arms are showing, the rescuer needs to enter the 
bin through the hole on top in the middle and lower 
himself with a rope. Why? If only the victim's head is 
showing and the ERT enters through the door on the top 
outside edge, as the ERT steps in the grain and walks down 
to the patient, a wave of grain is created which may cover 
the patient up entirely. 

Removing the Victim from the Bin: 

a. If the victim is covered with grain only up to his waist 
or lower, three or four long-boards may be taken into the 
bin. 

1) Set these boards up on their long edge about 2 to 3 
feet away from the patient and push them down into the 
grain about half way up on the board. This creates a 
"dam." 

2) Then take a shovel and scoop the grain, which is near 
the patient, away from him. Dump the grain behind the 
boards . The boards will keep more grain from flowing 
in around the patient. 

3) Assist the patient into a stokes basket. The patient 
may insist that he is "alright," but he may 
underestimate the amount of stress he has been under 
and not be able to climb down the ladder safely. The 
pressure of the grain on the victim's legs may have 
inhibited circulation. 

b. If the victim is submerged in grain up to his armpits or 
higher: 

1) An accurate assessment of his ABC's becomes more 
difficult. With the grain surrounding his chest the 
victim's lungs cannot expand to bring in adequate air. 
The patient may need oxygen to prevent further 
hypoxia. (If oxygen is to be administer?='d, be sure 
there are no sparks, etc. from extrication devices. 
Dust in the air may also set-up the environment for 
further combustion. Oxygen should only be 
administered in the bin if there are NO other hazards 
present which could support fire or explosion!) 

2) Three or four long boards may be used here also to 
hold back the grain. However in this case the ERTs 
shovel out enough grain to get the KED board on the 
patient (leg straps not included). At this point a 
rope needs to be tied somewhere overhead. Take the 
loose end through the hand-holds on the back of the KED 
and circle around the front of the KED. Tie the rope 
off in the back. 

4) With the victim now secured in the KED, the rescuers 
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may be able to raise the victim up out of the grain, 
or secure the victim so he will not move as the grain 
is removed from around him. 
5) Remove the victim from the bin using a stokes basket 
from either the top of the bin or out a hole in the 
side of the bin. The stokes will provide the most 
protection for the victim. 
F. Rescue of thie Totally Submerged Victim: 

1. The. two ERTs in the bin should be harnessed and roped for 
safety as they search inside the bin for the victim. They 
need to have communication with the rescuers outside of the 
bin to notify the outside personnel of assistance they may 
need, when and where the victim is located, etc. 

2. Do not let anyone try to empty the bin by auguring it out (for 
reasons discussed previously)! 

3. Cut holes in the sides of the bin to "drain" the grain out of 
the bin and away from the victim. 

a. When making the holes, v'^-e a cutting torch, an air chisel, 
or a fireman's K saw. 

b. Some farmers have used the edge of a front-end loader on 
their tractor to gouge out a hole by ramming the bin with 
it. One word of caution, this may create a tear in the 
bin that can't be controlled. Meaning, the hole keeps 
enlarging and the bin breaks apart. Should this happen, 
the ERT will have a number of victims, including himself, 
from being covered with the gush of grain that comes out 
of the hole. 

c. When these holes are cut they should be made about four 
feet off of the ground in the shape of a triangle with its 
point facing straight up. Then only cut two sides each 
about 18 inches long. Leave the bottom line of the 
triangle intact. This will allow a bar or something to be 
stuck on the outside of the flap and on the inside of the 
bin to shut the hole when needed. 

d. Cut at least two (preferably four or more) holes in the 
bin. Always, the holes are cut directly across from each 
other. When a hole is cut on one side of a bin a hole 
needs to be cut on the exact opposite side of the bin. 
This is done to keep the pressure on the bin's outside 
wall relatively equal. If all the grain were allowed to 
be taken out of just one hole, the possibility exists that 
the bin would tip over. The size of the bin will dictate 
how many holes will need to be cut. Just be sure the 
holes are cut in pairs and on opposite sides. 

e. Once the grain has started to flow out the holes, just 
take out enough to get the victim out. 

f . You will need assistance to keep the grain running out of 
the holes from building up on the outside of the bin. If 
it builds up outside the hole, it will block the escape of 
more grain still inside the bin. Now is when the ERT 
understands just how many people this job takes. For 
every hole in the bin there needs to be a tractor and 
bucket, or a skid- loader, or a grain- vac, or an auger to 
keep the grain away from the hole so grain will keep 
flowing. It would also be nice to have trucks or wagons 
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to put the grain in instead of making more piles somewhere 
else. Finding and getting access to this equipment is the 
job of the Rescuers on the groxind. (The neighbors of the 
farmer will be one of your better resources - can the 
. police contact them?) 
g. Once the grain is down to where it won't flow out the 
holes any longer you will need 6 to 8 people inside the 
bin with scoop shovels shoveling the grain out the holes. 
4. Victim Resuscitation: 

a. Once the victim is located do your ABC's. CPR will 
probably be indicated. Remember the mammalian diving 
reflex. 

b. During the rescue, it may be helpful to have a doctor 
brought to the scene. This may save doing CPR all the way 
to the hospital. 

c. So why go to all this work and demolish a bin? There is 
always a chance the victim is salvageable and the victim's 
family/neighbors are possibly present. At this point, 
they are also patients and need the psychological support 
of knowing that all efforts were made at saving the 
victim. 

IX. Silos 

Silos are large upright cylinders (or horizontal pits) which are used 
to store plant material for feeding to livestock at a later time. 
A. Types (we will not consider horizontal pit types). 

1. The cement stave silo is made of slabs of cement which are 
stacked one on top of the other. They are held together by 
large steel rings which go around the outside circumference. 

a. These silos are loaded by a machine which blows the plant 
material up a chute attached to the side of the silo. The 
material then falls to the bottom on the inside, 

b. Most often a silo will be equipped with an automatic 
silage unloader. This is a machine that is inside the 
silo and rests on the silage. It is attached to the top 
of the silo with a cable. It consists of an auger and a 
blower which are run by electric motors. This unloader 
runs over the top of the silage, scrapes a layer off the 
top, and blows it through one of the silo doors and down a 
chute. From there the silage can either be run through an 
elevator to get to a feed bunk or it can be loaded with a 
tractor and taken to the bunk. 

2. A Harvestore silo is one of the big blue silos standing around 
the countryside. These are different from the cement stave 
silos in that they are sealed 100% air tight. No air gets 
into them and no air gets out once the silo is filled. 

a. The silos can be filled the same way as the cement stave 
silos . 

b. During silo filling time, there is air in the silo. When 
the silo is full or the farmer is done filling it, the 
door on the top is shut and the silo is effectively 
sealed. 

B. Dangers of silos and rescue. 

1. The bacteria and plant material continue to respire when they 
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are put into the silo and this uses up all of the oxygen in 
the silo. At this point, anaerobic bacteria begin to grow and 
lactic acid is produced. This acid development "pickles" the 
plant material by reducing the pH to 4.5 or less. This 
preserves the plant material. 

This whole process takes about 10 to 14 days. During this 
time, toxic gases (CO2, NO2, methane) are produced in the silo 
by the bacteria. IT IS NOT SAFE TO ENTER THE SILO DURING THIS 
TIME PERIOD! Some of the gases are heavier than air so they 
will settle to the lowest point- -watch out for silo rooms 
(attached to the base of silos) if they have been closed since 
filling the silo. 

a. These gases are dangerous- -at first the victim may not 
think he has had much exposure. There may be few S3rmptoms 
at first but pulmonary edema will develop insidiously a 
few hours later . 

b. Get all persons exposed to silo gas to a doctor to be 
monitored and treated if symptoms develop. 

c. Rescue: 

1) If you get a call to a farm and are told that a victim 
is in a silo, determine what type of silo it is and 
has it been filled recently. 

2) If the silo is a cement stave silo and has been filled 
recently, DO NOT GO IN! From 2 to 14 days after a 
silo has been filled, the toxic gases continue to be 
produced. Nitrous oxide is the major threat. (After 
the silo is filled, the silo room will contain dead 
sparrows, dead raccoons, and dead mice. Get the 
point?) A self-contained-breathing apparatus must be 
used to enter the silo or the silo room during this 
time. 

3) Assess the accident scenario. If the silo is not blue 
and it has been more than 14 days since the silo was 
filled, it is probably safe to enter if the victim is 
caught in the silo unloi».der and calling for help. 
(Silo filling is in the early fall for most of our 
silage crops.) In this case, to wait for the SCBA 
(self-contained-breathing-apparatus) would be 
unnecessary and would jeopardize the life of the 
patient. 

4) If you need assistance (or more equipment), call for it 
early in the rescue . 

5) If you have a rope, carry it along with you when you 
climb up the silo. Failure to remember this point 
will waste precious time and drain you of energy 
climbing down and back up to get it. 

6) When you access the patient in the silo, do not try to 
put on oxygen as it will be too dangerous raising and 
lowering the tank up and down the silo. Also do not 
try to give the patient air from your SCBA. Your major 
concern is to get the victim out of the environment. 

Be sure the bleeding of the patient is controlled, as 
the victim may have to be lowered vertically to get 
him down the chute. 

7) Some type of harness or a very good job of knot tying 
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will have to be done to insure the safety of your 
victim. Do not try just putting the rope under the 
victim's armpits. If he should pass out and go limp, 
the rope could slip over his arms. It is a good idea 
to have a couple of firemen up in the silo with yoa. 
They can help you control the decent of your patient 
down the chute. 



2. Silo Unloader - inside of the silo which augers the silage 
out . J 

a. This is used in the later fall and winter and spring when 
the danger of silo gas is very small (unless it is a 
sealed silo) . 

b. Before entering the silo, disable or lock out the power to 
the unloader. 

c. Victims can become entangled in the unloader when they 
climb inside the silo to "assist" it. (In the winter when 
it is very cold, the silage freezes and the unloader may 
have a difficult time auguring the silage out. The farmer 
may try to break silage loose, etc. while the auger is 
running.) The extrication from this auger is the same as 
for other augers. 

d. Stabilize the victim and remove the victim from the silo 
using the techniques of heights and depths rescue. 

3. Safety Review for Silo Rescue. 

a. Use SCBA (self -contained-breathing- apparatus) if the silo 
has been filled within the last 3 weeks. 

b. Use SCBA in a sealed silc at ALL times. 

c. Use a lifeline with the SCBA. 

d. If a victim is lying on a surface which is giving off gas 
(fresh silage), raise him if possible (gas sinks). 

e. Put SCBA on the victim if possible (but not your own). 

f . Silo ladders are hazardous (they can get slippery and are 
not very deep), use a life belt and hook when climbing. 

g. Get medical attention immediately for anyone exposed to 
silo gas. 

Confinement Buildings 

A. The dangers of confinement buildings lies in the build-up of toxic 
bases which are produced by the decomposition of manure which 
accumulates in pits under the floor of the building. These toxic 
gases may be present at any time in the confinement building; 
however, the highest danger is when either the pit is being 
cleaned out or the electricity has been off for a period of time. 
Since the gases are heavier than air, they may cause no problem 
until the manure is agitated (which occurs during cleaning) and 
the gases are propelled by this agitation up into the main part of 
the building. If the electricity has been off for a time, the 
gases which are normally blown out of the pit area may also 
accumulate enough to enter into the main portion of the building 
and cause problems to the livestock and humans in that 
environment. The gases produced are: 
1. Hydrogen Sulfide. 



This is the real killer. It is invisible to the eye but it 
can be smelled when first entering a building. It has a 
rotten egg smell to it. When a farmer breathes this gas what 
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happens is that the gas is deadening the olfactory nerves In 
his nose so he doesn't smell the gas an3rmore. The gas is 
still there, he just doesn't smell it. A minute or two after 
exposure, the victim passes out and if no one is there to get 
him out, he dies from respiratory paralysis. 

2 . Methane. 

This gas is known for its explosive potential. This gas is 
usually not at high enough levels to be a health hazard. 

3 . Carbon Dioxide . 

The danger of this gas comes into play when the electricity 
has been off for a while. Most confinement buildings are 
ventilated through the use of fans. With the electricity off, 
the fans stop running but the animals continue breathing. As 
they breathe, the animals give off CO2 and the level starts to 
build and build until the animals die from lack of oxygen. 

4. Ammonia. 

Ammonia is a by-product of animal waste. Continued presence 
in an ammonia rich environment for a prolonged period of time 
may cause some lung or breathing problems. The level of this 
gas is usually quite low and for the short duration an ERT 
would be exposed to ammonia in the confinement rescue, the 
ammonia is usually not of much significance. 
Rescue from Confinement Buildings 

1. Recognize confinement buildings. 

a. These buildings will vary some in appearance from summer 
to winter. In the summer they may have doors that open up 
to allow the natural flow of air. Some buildings use fans 
for air movement suimner and winter. A curtain that goes 
up and down according to inside temperature may also be 
used to control air movement. 

b. Another way to recognize confinement buildings is by its 
pit clean-out port. A pit is a large holding area for 
manure. Often these pits are inside the building under 
the animals. Some pits are also built outside a building 
to keep the inside air a little fresher. A clean-out port 
is a tube or opening into the pit through which a hose can 
be inserted to suck out the manure. 

2. Recognize the Dangers. 

a. Recent agitation of the manure in the pit. 

Most of these gases can build to dangerous levels when the 
manure in a pit is agitated. When manure is allowed to 
set in these pits for a period as it is, the heavier 
solids in the manure settle to the bottom creating a 
build-up of solids on the bottom. A piece of equipment 
called a "honey wagon" is used to clean out these pits. 
This wagon has a pump that can build up vacuum to suck out 
the manure and it can build-up pressure in the tank and 
blow the manure back out to empty the wagon. Sometimes 
the farmer will suck out a load and then blow it back in 
to try and stir up those solids on the bottom. This is 
called agitation. Some farmers even have a machine they 
stick in the pit and this machine continually agitates the 
manure while they load. These have been done in buildings 
when an agitator is running. It takes only a half hour 
for gas levels to build up to toxic levels. As soon as 
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agitation is stopped, gas levels return to normal within 
1/2 to one hour, 
b. Be cautious! Recognize if the animals still inside are 

inactive. If the pigs are up walking around or eating, it 
is probably safe to go inside. Pigs are much more 
susceptible to changes in oxygen, carbon dioxide, and 
hydrogen sulfide than are hvimans. A pig will die at lower 
levels of toxic gases than a human. So - if the pigs are 
not moving, they may have succumbed to gases, do not go in 
and make yourself another victim. 
3. Rescue from confinement buildings. 

a. NEVER go in a confinement building without using a 
self-contained-breathing-apparatus (SCBA) , Especially if 
it is known that the farmer was in the process of cleaning 
out the pit. 

b. Remove the victim from the building- -you must before 
further treatment can be done. 

c. After the victim iis out of the building, do ABC's. Put on 
oxygen and start CPR if indicated. Attempt resuscitation 
only in a well ventilated area. 

Anhydrous Ammonia. 

A. VJhat is it? Anhydrous Ammonia is a material used by farmers that 
is injected into the ground to be used as a source of nitrogen by 
plants . 

1. The word anhydrous means "without water". 

a. This material has a tremendous affinity for water. 

b. If anhydrous ammonia is breathed into the lungs, the 
victim ends up with acute pulmonary edema. 

2. NH3 (wh^ch is the chemical configuration for anhydrous 
ammonia) is stored in big steel tanks under pressure to keep 
it in its liquid form. The temperature of this material when 
it comes out of a tank is -28 degrees F. This cold will cause 
tissue damage the same as other exposure to extreme cold. 

3. NH3 is a strong alkali which causes chemical burns. 

B. Application of NH3 by farmers. 

Farmers pick up pressurized tanks of NH3 at their fertilizer 
dealer's plant. The farmers are given a pair of gloves, goggles, 
a small pocket size bottle of water, and a few other spare parts 
along with the tank. The farmer may also pick up an applicator 
if he doesn't own one himself. This is the piece of equipment the 
farmer pulls behind his tractor to inject the NH3 into the ground. 
The tank is pulled behind the applicator. 

1. OSHA requires that each tank of anhydrous ammonia which leaves 
the fertilizer plant to carry a 5 gallon supply of water in 
case of an accident. There is a plastic tube the farmer can 
pull out of the top of the water tank to run water on himself 
if he gets any anhydrous on himself. 

2. The inside diameter of this tube is a little bigger than the 
thickness of a pencil. A pencil -sized stream of water can 
enipty a 5 gallon container in about 7 1/2 minutes. The 
required time to wash a spill of NH3 on human tissue is 15 to 
20 minutes . 

3. When the farmer has arrived at his field and has everything 
hooked up, he opens a valve from his tractor that allows the 
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NH3 to flow from the tank through a metering device and down 
each knife. The knives inject the ammonia into the ground. 
The connection between the meter device and each knife is a 
piece of plastic hose. As you can imagine, with NH3 coming 
out of the tank at -28^F, frost begins to form on the plastic 
lines running to the knives. Cold plastic has a tendency to 
break if it is hit or bumped. Due to the vibration of the 
applicator being pulled through the soil, the plastic lines do 
develop breaks once in a while. 
4. The valves on the top of the tank can also leak or break which 
allows ammonia to shoot out of the hole. If one of these 
tanks should ever overturn, leaking valves are a real 
possibility. 

Rescue and Management of the Victim of Anhydrous Ammonia 
Contamination. 

1. As you approach the scene of a possible anhydrous ammonia 
leak, note which way the wind is blowing. The ambulance/ 
rescue needs to be parked on the upwind side of the accident. 
This is for the safety of your crew, anU your vehicle. When 
you drive into a cloud of anhydrous, you MIGHT be able to 
escape with watery eyes and a cough, but the motor on your rig 
will kill due to lack of oxygen. You would be stuck!!! 

2. If liquid anhydrous is leaking out of a tank or hose, it will 
appear as a cloud of fog. This is not water vapor... do not be 
fooled by it! If anhydrous vapor is escaping from a leak, it 
will be harder to see because it is clear. It will look like 
heat rising off of a blacktop road on a hot summer day. 
Firemen may need to "fog" the anhydrous down to get the victim 
out. 

3. If a tank is leaking, you may need SCBA until the leak can be 
stopped. The firemen in rural areas should be trained to 
handle anhydrous ammonia "spills" and should be able to 
determine the best way to handle the accessing of a victim. 

4. Once you have accessed the victim: 

a. Put your rubber gloves on before you touch uhe victim. 
Depending on how drenched the victim's clothes are, you do 
not want to get anhydrous on you. 

b. Have someone start dousing the victim with water before 
another EMT takes off the victim's clothes. Clothing can 
freeze onto the victim's skin, so loosen it first by 
flushing with water to thaw it. 

c. Flush the victim with copious amounts of water for 15 to 
20 minutes to dilute down the chemical irritation. 

d. Assume that the victim will have respiratory problems and 
put oxygen on the victim as soon as possible. Monitor 
your patient closely as you may have to assist his 
breathing if he stops. 

e. Cover burns with a dressing as defined by your local 
protocol for chemical burns. 

f . If the victim gets NH3 in his eyes, once again run water in 
his eyes for 15 to 20 minutes. 

g. If a victim has inhaled (which is very probable), the 
throat has also been burned. A citrus drink may help 
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neutralize this burn if the victim can swallow. Do not 
waste time to do this, but consider it if the victim is 
stable enough. 

XII. Other Agriculturally Related Chemicals 

A. Many chemicals are used in our agricultural practices which can be 
a hazard to the farmer, his family, and the ERT who may come in 
jc^ontact with them. There are general rules which can help us make 
sound judgments when confronting them in fhe field. 

1. Signal words - Signal words are words which help us identify 
the "amount" of danger the chemical poses by telling us the 
"relative" toxicity of the substance. Agricultural chemicals 
are categorized by a term called their LD50. This means how 
much of this chemical does it take to kill (lethal dose) 50% 
of a given population. This can be based on an oral dose, 
dermal dose, or inhalation dose. 

a. Caution is the first signal word. A chemical classified 
under this word is considered relatively nontoxic to 
slightly toxic. It has an oral LD50 of from 500 mg/kg on 
up. A chemical bearing this signal word is the least 
harmful of all the categories. 

b. Warning is the second signal word. These chemicals are 
considered moderately toxic. 

c. Danger/Poison (skull and crossbones) is the last signal 
word. This chemical would be considered highly toxic. 
Only a very minute amount of this could kill a person. 

2. Danger by various routes of entry into the body and burns. 
All routes can be hazardous, 

a. Eyes- -this usually occurs from the chemical splashing off 
of something and landing in the eye. 

b. Mouth- -a chemical may also enter the mouth by splashing, 
but the mouth is usually associated with accidental 
poisoning in children. 

c. Respiratory tract- -this occurs when the chemical is in the 
form of a powder or dust and is breathed in. 

d. Skin- -this is the most common form of chemicals entering 
the body. Absorption rates compared to the forearm 
(giving the forearm a value of one): 

1) Forehead will absorb a chemical 4.2 times faster than 
the forearm 

2) Abdomen - 2.1 

3) Ball of foot - 1.6 

4) Palm of hand - 1.3 

5) Groin (scrotum) - 11.8. This is more dangerous than 
injecting the chemical. More dangerous than swallowing 
the chemical. This type of accident can happen 
frequently. 

3 . Danger to continued exposure to chemicals - rate of chemicals 
in the body. 

a. Metabolism - some chemicals can be broken down by the 
body's own metabolism. This is the general process of 
breaking down or building up compounds in the body. 

b. Excretion - the body can rid itself of some chemicals 
through the urine, feces, exhaled air, or sweat. This can 
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take from a few hours to a few months depending on the 
chemical. 

c. Accumulation - Some chemicals are deposited in fat tissue 
and there they will become more concentrated, 
4. Symptoms of poisoning, 

a. Mild - These include blurred vision, headache, fatigue, 
nose and throat irritation, skin or eye irritation, nausea 
and vomiting and stomach cramps, 

b. Moderate - These include being unable to walk, weakness, 
muscle twitches, pupil constriction, and all earlier 
symptoms more severe. 

c. Severe - Unconsciousness, breathing difficulty, loss of 
reflexes, severe secretions from the respiratory tract, 
convulsions, and death. 

Rescue and patient management. 

1. Patient management always begins with the scene. You must 
always be alert to the possibility of chemicals at the scene 
of a farm accident. 

a. They may be in planters, in bins, in boxes in buildings, 
at water hydrants where chemicals are mixed in bulk tanks, 
etc. Farm fires are especially hazardous due to the 
possibility of toxic fumes. Be alert to the possibility 
of chemicals to protect yourself from contamination. 

b. Consider the use of rubber gloves, protective clothing, 
and SCBA at any scene where chemicals are present. 

2. Patient care 

a. Remove the patient from the side if chemical contamination 
is ongoing. 

b. ABC's, as always, are of prime importance. 

c. Identify the chemical. Find the container (bag) if 
possible. Just as with any poisoning, that container 
should be taken to the hospital with the patient. 

d. Consider calling Poison Control or Chem Tree, depending on 
the emergency situation. 

e. Eyes - Treat as with any chemical. Wash with clean water 
immediately for at least 15 minutes. Transport to the 
hospital even if the patient is feeling better. The eyes 
may have been burned and antibiotics are required. 

f . Mouth - Rinse the mouth out with lots of water. If the 
patient is unconscious, roll the patient onto his side or 
stomach and flush the mouth out with water. Be sure to 
take this patient to the hospital NOW!! Some of the 
chemical may have been swallowed. Read the label to see if 
vomiting is indicated. Although the ERT cannot give 
IPECAC, the ER should be advised of the label 
recommendations . 

g. Inhaled - Get to fresh air and give Also take this 
patient to the hospital. 

h. Skin - Remove the victim's clothes and flush with water. 
Continue dousing with water while clothing and jewelry are 
removed. Soap may be needed with the water to remove some 
oil based chemicals. 

i. Dos and Do nots with chemicals. 

1) Do not use a base to counteract an acid. 
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2) Do not get the chemical on you. 

3) Do take GOOD patient histories. 

4) Do take the container or label along to the hospital 



Materials developed by Dennis Dieterich, EMT-I, R.R. 2, St. Ansgar, lA. 
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Lesson 32 
Situational Review 



Introduction This lesson provides the students an opportunity to apply selected krK)wledge and skills 

learned in the course by group discussion of situational examples. Suggested situations 
and questions to be posed are given below. The questions do not necessarily have 
clear-cut answers; rather they are designed to stimulate class discussion. The student 
should review each situation anvi be prepared to provide answers to the questions 
posed. 

ObJoctlvM At the conclusion of Lesson #31. the instructor will have provided sufficient information. 

demonstration, and practice to the student, to ensure his/her ability to: 

—Provide in narrative an acceptal^le description of the functions of an EMT-A in 
situational examples. 

Ovtrviftw Of Situation #1 

LMSon Contents An ambulance is the first emergency vehicle to arrive at the scene of a two-car collision. 

Both cars are upright. A quick survey of life-threatening problems has revealed the 
following patients: 

CAR 1: The driver is unconscious and seated in the front seat fastened in his seat belt. 
The head of the passenger in the front seat has been thrown through the windshield. 
He is bleeding profusely about the face, is unconscious and his respirations are 
shallow. 

CAR 2: The driver is seated in the front seat. He is sweating and appears to be short of 
breath. He complains of pain in his chest and left arm. The passenger has been thrown 
from the car. He is lying on the road moaning that he cannot move hi?, legs. He 
appears to feel no sensation in his legs. 
''Questions: 

a. What might be wrong with each patient? 

b. Which two patients (there are two EMT's) should be treated first and why? 

c. What care should be given to each patient? 

d. Which two patients should be transported first and why? 

e. Would it be necessary to alert the hospital and why? 

f. Would the trip to the hospital be made with utmost speed and why? 
Situation n 

An unconscious person is found on a city street. His skin is pale and moist and his 

pulse is rapid. He is having convulsions. 

Questions: 

a. What might be wrong with the patient? 

b. What should be searched for? 

c. What care should be given to the patient? 
Situation #3 

There has been a brawl at the local tavern. One patient is lying on the floor with a knife 
in his chest. He is bleeding profusely and coughing up frothy blood. Patient No. 2 is 
unconscious, his respirations sf»allow. his pulse weak, and blood is dripping from his 
ears and nose. Patient No. 3 has an angulated compound fracture of the tibia and is 
bleeding profusely at the fracture site. 
Questions: 

a. What is most likely wrong with patient No. 1? 

b. What is most likely wrong with patient No. 2? 

c. Which two patients should be cared for first and why? 

d. Should help be enlisted in caring for the patients? 

e. What care should be provided for each patient? 
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f. Which two patients should be transported first and why? 

g. Would it be necessary to alert the hospital and why? 

h. Should the trip to the hospital be made with utmost speed and why? 
Situation #4 

A man has barricaded himself in the bathroom. There have been sounds of water 
running. When you arrive at the man's apartment, the police have just succeeded in 
opening the bathroom door. They tell you they have heard no sounds for five minutes. 
You find the patient face down in the bathtub. He is not breathing, has no pulse and 
his pupils are dilated and fixed. 
Questions: 

a. What care should be provided for the patient? 

b. You have performed cardiopulmonary resuscitation on the patient for 10 minutes 
without reviving him. Should you cease your efforts and why? 

c. What information should you obtain and to whom should you give it? 
Situation 15 

You are returning from the hospital and a vio«ent thunderstorm erupts. You come across 
a car on which some electric wires have fallen. The driver is opening the front door of 
the car. 
Question: 

a. V&hat should be done and why? 
Situation #6 

You have taped up a sucking chest wound and are transporting the patient to the 

hdspital. You notice that the patient's respirations are worsening. 

Questions: 

a. What would you suspect is wrong with the patient? 

b. What would you do? 
Situation #7 

You arrive at a private home and find a woman ranting that her husband plans to kill 
her and she is going to throw acid at him. You try to calm her from a distance and to 
keep her husband at a distance. 1-iOwever. he approaches her and she throws the acid 
in his face. 
Questions: 

a. What would you suspect is wrong with the wife? 

b. How would you care for tho husband and wife? 

c. What would you do about transporting the two patients? 

d. What information should you be sure to obtain and to whom should you give it? 
Situation #8 

• You have been called to a building where there is no known elevator. There is a patient 
on the third floor having a severe asthmatic attack. 
Questions: 

a. When you leave the ambulance, what equipment should you take with you and 
why? 

b. When you see the patient, you administer oxygen and his respirations worsen. 
What would you suspect is wrong and why? 

c. How would you carry this person? 

d. How would you care for him enroute? 
Situation 4/9 

You have been called to take a pregnant woman to the hospital to have a baby. 
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Questions: 

a. When you leave the ambulance, what equipment should you take with you and 
why? 

b. What questions would you ask to detemfiine whether delivery is immirwnt? 

c. You find the woman crowning when you arrive. What should you do to assist her 
in the delivery? 

d. How should you care for the baby? 
Situation #10 

An unconscious patient has severe third-degree burns of the head, face and neck. His 

respirations are irregular and his pulse is weak. 

Questions: 

a. How would you care for the patient? 

b. What percentage of the patient is burned? 
Situation #11 

You are following a car that veers suddenly onto the shoulder of a limited access 
highway, up an embankment, turns over onto its roof. You can see two people inside 
dangling in their seat belts and shoulder harnesses. 
Questions: 

a. What should be done first and why? 

b. You have assured that the vehicle is shored up and stable. You find the door on 
the driver's side unlocked, and you open It to gain access to the victims. What 
should you do next and why? 

c. You find each occupant unconscious. Each is breathing and has no obvious 
open wounds. How would you remove them from their belts and harnesses? 

d. From the information presented, what might have happened to the driver? How 
would you check? 

Situation #12 

The windshield of a vehicle is smashed and the driver has a large piece of glass 
penetrating his left cheek and is bleeding profusely from the left cheek and forehead. 
He is unconscious and fastened in his seat belt. 
Questions: 

a. How would you care for the patient? 

b. What other injuries might you suspect the patient to have and how would you 
check for them? 

Situation #13 

A car has been traveling slowly when it suddenly veers off the road, grazes a tree and 
comes to rest against another tree. The driver is barely conscious. He does not speak 
and appears to have no feeling on one side of his body. 
Questions: 

a. What is most likely wrong with the driver? 

b. How would you care for him? 
Situation #14 

The drive is unconscious. He is fastened in his seat belt. There is dark red blood 
oozing from his mouth. The passenger in the front seat has an open fracture on the left 
tibia and is bleeding profusely at the fracture site. 
Questions: 

a. What is most likely wrong with driver? 

b. Which patient would you care for first and why? 

c. How would you care for each patient? 

G pop 
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d While you are working on these patients, you hear a moan and discover a chiid 
on the floor of the back seat. You have to remove one patient from the vehicle to 
gain access to the child. Which patient would you move? How would you move 
him? 

e. The child is barely conscious and has a closed angulated fracture of the shaft of 
the humerus. How would you care for him? 
Situation #15 

Smoke is coming from a structural fire. On entering the doorway, you notice a placard 
displaying a radiation symbol and see a man lying on the floor 20 feet away: 
Questions: 

a. What environmental hazards are likely? 

b. What safety precautions should be taken? 

c. What modifications should be made in usual patient care and transportation? 
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Lesson 33 

Final Written Test 



Introduction 



Ob|ectives 



This lesson provides for final evaluation of student knowledge. Each student completes 
a written examination designed to evaluate attainment of knowledge objectives specified 
for the course. 

At the conclusion of Lesson *32, the instructor vAW provide and administer a written 

examination which allows the student to: 

—Successfully complete a written examination reflecting the knowledge taught in the 
entire Basic Emergency Medical Technician: National Standard Curriculum. 
Note: It is assumed that Lesson 32 and 33 are end of course examinations 
designed to determine successful course completion and eligibility for formal 
examination by a State or national agency for licensure or certification. Policies vary. 
Check with the State EMS office. 



Study Suggestions 



1 . Review ail material covered during the course. 
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Lesson 34 

Final Practical Evaluation of Skills 



Introdurstion 



Ob)octlv«s 



This lesson provides for final evaluation of student skills. Each student performs ePich 
skill (or a representative sampling of skills) for an instructor and is evaluated on his 
performance. 

At the conclusion of Lesson #33. the instructor will provide and administer a practical 

examination which allows the student to: 

—Successfully demonstrate through practical application on appropriate 
programmed patients or manikins, any of the skills taught in the entire Basic 
Emergency Medical Technician: National Standard Curriculum. 
Note: It is assumed that Lesson 32 and 33 are end of course examinations 
designed to determine successful course completion and eligibility for formal 
examination by a State or national agency tor licensure or certification. 



Study Suggestions 



1. 



Review all skills and practical applications of treatment covered during the course. 
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Date 
Approved 



EMT-A Course 
Skills Checklist 

Skills Lesson 

Patient Assessment Lesson 2 

Secondary Survey Lesson 2 

Assessing Pulses Lesson 2 

Vital Signs Lesson 2 

Communication. of Patient Information Lesson 2 

Positioning Unconscious Patient to Open Lesson 3 
and Maintain and Airway 

Adult FBOA Management: Conscious Lesson 3 

Adult FBOA Management: Unconscious Lesson 3 

Child FBAO Management: Consicous Lesson 3 

Child FBAO Management: Unconscious Lesson 3 

Infant FBAO Management: Conscious Lesson 3 

Infant FBAO Management: Unconscious Lesson 3 

Airway Insertion Lesson 6 

Oxygen Delivery System (Portable) Lesson 6 

Positive Pressure Demand Valve Resuscitation Lesson 6 

Bag-Mask Resuscitation Lesson 6 

Suctioning Lesson 6 

One Rescuer CPR Lesson 6 

Two Rescuer CPR Lesson 6 

Child Two Rescuer CPR Lesson 6 

Child One Rescuer CPR Lesson 6 

Infant CPR Lesson 6 

Controlling Hemorrhage Lesson 7 
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Date 
Approved 



Skills 
MAST/PASG 

Dressing and Bandaging 

Avulsions 

Impaled Objects 

Hare Traction Splint Application 
Sager Traction Splint 
Eye Avulsion 

Laceration of Forehead/Scalp/Head 
Laceration of Neck/Shoulder/Hip 
Thoracic Injuries - Open 
Flail Chest 

Abdominal Evisceration 
Normal Emergency Delivery 
Improved Log Roll 

Transferring Patient from Bed to Stretcher 
Half -Backboard Immobilization 
Rapid Extrication 

Spinal Stabilization and Helmet Removal 
Long Backboard Application 
"Improved Log Roll" to Backboard 
Helmet Removal 



Lesson 

Lesson 9 
Lesson 10 
Lesson 10 
Lesson 10 
Lesson 12 
Lesson 12 
Lesson 14 
Lesson 14 
Lesson 16 
Lesson 16 
Lesson 16 
Lesson 16 
Lesson 21 
Lesson 25 
Lesson 25 
Lesson 26 
Lesson 26 
Lesson 26 
Lesson 26 
Lesson 26 
Lesson 26 
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EMT-A Course 

Lesson 2 
Skills Checklist 

PATIENT ASSESSMENT 

Findings at the scene (upon arrival but prior to patient contact) : Selected 
Universal Precautions in place. Spinal precautions undertaken if. there is a 
possibility of a spine injury. 



TIME 

Scene Overview 

Safety of scene for rescuers, for patient(s) . 

Mechanism of injury/illness (the context for what happened). 

Number of patients (need for additional or specialized 

assistance) . 

__: Initial Overview of Patient 

While approaching, introduce self (as a medical professional), 

request permission to assess and treat patient. 

Note patient's mentation (initial level of consciousness using 
AVPU scale) . 

Alert? 

If not alert, do they respond to verbal stimulation? 

If not responding to verbal stimulus, then to painful 

stimulus? Contact patient at same-side wrist (pinches 

back of hand, forearm or clavicle). 
Unconscious /unresponsive to stimuli . 



Initial physical contact 
Pertinent findings 
Pulse 

Skin temperature 

Color 

Moisture 

(To be interpreted later during circulation evaluation) 
Primary Assessment/Interventions 



Airway: If patient is semi-conscious or unconsciousness 

With gloved hands, manually open 

Does it need clearing? Noisy? Gurgling? 

Cleared by positioning or suctioning 

' Oral airway insertion (unconscious patient) 

or 

Nasal airway insertion (semi- or unconscious) 
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Breathing 

If patient is spontaneously breathing, complaining of difficulty 
breathing or if respiratory distress is evident (noise, obvious 
injury and/or mechanism) 
Expose and examine chest wall 

Seal manually, then with occlusive dressing any obvious or 

potential wounds to neck and chest 

"Ballpark" rate, depth — are they acceptable? If not 

("ballpark" of 30+, or very infrequently- -less than 10), 

Assist with 

BVM with O2 

Demand valve 

Pocket mask 

Mask-to-mouth with O9 



If rate/depth are acceptable 

Oxygen given (unless contraindicated) 

Nasal cannula 

Simple face mask 

Rebreather (partial or non) 

Other 

If flail segment present, stabilize manually then splint, 
observe and palpate for tracheal deviation 

Auscultate, quickly, bilaterally fmidaxillary 

line) for breath sounds 



Circulation 



Was/is there a radial pulse? 

Impression (weak, rapid) 

If not, a carotid pulse? 

BCLS initiated? 



Is there any life- threatening hemorrhage? 

Visual scan 

"Pat down" 



Student's Name 



Instructor's Name 



Verbali2.cs skin parameters 

Color 

Mo io cure 

Capillary refill 

Does circulation appear to need support? 

Elevate feet? 

MAST/PASG? 

Keep warm? / 

Is jugular venous distension present? 

Observe spinal injury precautions? 

Utilize partner or bystanders, as necessary 

Interprets patient condition and considers load-and-go (if 

compromise to level of consciousness and/or A, B, Cs) 

Pass Need More Practice 

Date 
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EMT-A Course 

Lesson 2 
Skills Checklist 

SECONDARY SURVEY 

TIME 

Secondary Survey 

Vital signs 

Pulse 

Respirations 

Blood pressure 

Temperature (relative temperature or actual, if possible) 

Head-To -Toe Survey 

Reminds patient not to move, asks patient to verbalize 

answers rather than shake their head when spinal 
precautions undertaken; directs spinal immobilization, 

Talks to patient and significant others; returns to primary 

survey and/or interventions if patient condition warrants 
it. 

Palpates hair and scalp for bleeding, deformities 

Observes and palpates all areas of skull and face 

Checks eyes 

Pupils (equality, reactivity, gaze, str»jLctural defect, 

contact lenses) 
Consensus, focus, tracking (if patient is conscious 

and cooperative) 

Ptosis, conjunctival coloration, sclera 

Check ears for drainage 

'_ Check nares for drainage, deformity, flaring 



Note patient's mouth 

Inspect for foreign material, blood clots, teeth, etc. 

Note unusual odors 

Palpates mandible for stability 

Look for injury to throat and neck 
Deviation of trachea 

Deformity, discoloration, subcutaneous emphysema, 

neck vein distension, medic alert tags 
Note bleeding and/or tenderness upon palpating 

Medical alert identification 



Palpates and inspects shoulder girdle 
Palpates and inspects clavicles 
Surveys chest 
Lung sounds 

Equal expansion, any deformity noted 

Palpates ribs 

Palpates sternum 

Observes for injury, discoloration, scars 
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Surveys abdomen 

Observes for injury, deformity, distension, 

discoloration, scars 
Gentle palpation for pain, rigidity 

Auscultates for presence of bowel sounds in all 

quadrants , when necessary 

Surveys flank, back (as far as is able to) 

Stress pelvis by gentle compression of pelvic bones 

(avoid pelvic rocking) 

Check for bilateral femoral pulses 

Inspect and palpate extremities 

For bilateral equality 

■ For pulses 

Movement 

Sensation 

Capillary refill 

For discoloration, deformity, discomfort 

For medical identification 

Prioritize injuries and commence treatment whein appropriate 
Reassess primary and secondary priorities as needed 
(including vital signs) 

Offers explanation of what is being done to patient, 

bystanders 

Reassures patient 



Investigation of Chief Complaint 

Provoke 

Quality 

Radiation 

Severity 

Time of Onset 

Other 

Past Medical History 

Allergies 

Meds 

Pertinent history 

Last meal/last menstrual period 

Events leading up to this 

Other 

Communications 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 

Lesson 2 
Skills Checklist 

ASSESSING PULSES 



Carotid Pulse 



Observe appropriate universal precautions. 

Locate the larynx and the bordering sternocleidomastoid muscle strips. 
Palpate the carotid pulse located in the groove lateral to the larynx. 

Palpate using fingertips (not thumbs). 

Palpate on only one side at a time. 

Note the rate (usually taken for 15 seconds then multiplied by 4 to get 
beats-per-minute . Taken for a full minute on suspected hypothermia 
patients ) . 

Note the regularity of the pulse. 
Note the strength of the pulse. 



Radial Pulse 



Observe appropriate universal precautions. 

Locate the radial stylus and the tendon in the wrist area that is just 
medial to it (on the anterior surface) . 

Palpate the radial pulse located in the groove between the above 
mentioned landmarks . 

Palpate using fingertips (not thumbs). 

Note the rate of the v^lse. 

Note the regularity of the pulse. 

Note the strength of the pulse. 



Apical Pulse 

Observe appropriate universal precautions, 

Insert earplugs of stethoscope into your ears (earpieces should be 

angled forward slightly) . 

Place the diaphragm of the stethoscope over the apical area of the heart. 

Note the route. 

Note the loudness or f aintness . 

Note the regularity. 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 

Lesson 2 
Skills Checklist 

VITAL SIGNS 



Levels of Consciousness (AVPU) 

Observe appropriate universal precautions. 

Introduce yourself as an EMT, 

If the patient is awake, ask his/her name, if she/he knows where they 

are, what time of day it is and what happened, 
If the patient appears to be awake and can answer these questions 

appropriately, they are "alert". 
If the patient appears to be unconscious but responds to voice stimuli, 

they are classified as responsive to "verbal stimuli". 
If the patient does not respond to verbal stimuli but reacts to physical 

stimuli (such as pinching above the clavicle) classify them as responsive 

CO painful stimuli. 
If the patient does not respond to any stimuli, classify them as 

"unresponsive. " 



Pulse 



Palpate the radial pulse unless the patient is unconscious or the pulse 
is difficult to obtain, then use the carotid pulse. (On a small child 
or infant use the brachial or apical pulse). 

When you find the pulse, count it for 15 seconds (observing a watch 
with a second hand) . Count it for a full minute if the patient appears 
profoundly hypothermic. 

Note the strength and the regularity of the pulse when counting. 
Multiply your results (from the 15 -second count) by 4 and document the 
final results and time obtained. 



Respirations 



Observe the chest rise and fall for thirty seconds. 

Note the depth, regularity and any abnormal breath sounds such as 

wheezing, crowing or snoring. 

Observe for bilateral symmetry. 

Multiply the results by two and record noting time obtained. 
Use a stethoscope to listen to lung sounds. 



Blood Pressure by Palpation 

Observe appropriate universal precautions, 

Explain the procedure to the patient. 

Expose the brachial area. 

Wrap the appropriate size blood pressure cuff securely around the arm one 

inch above the elbow with the cuff bladder centered over the brachial 
artery (the bladder's center is usually indicated by an imprinted line or 
arrow or by exiting tubing). 

Palpate the radial pulse. 
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Close thumb screw on blood pressure cuff bulb and inflate cuff 

approximately 20 ramHg above the point where radial pulse is no longer 
felt. 

Loosen thumb screw and release air from cuff at a rate of 2-3 mmHg per 

second and note gauge reading with return of first pulse beat (systolic 
reading) . 

Record findings, time taken and arm utilized for procedure. 

Blood Pressure bv Auscultation 

Observe appropriate universal precautions. 

Explain the procedure to the patient. 

Expose the brachial ax'ea and observe /palpate area for local injury (if 

present, utilize other extremity). 

Secure the appropriately sized blood pressure cuff above the elbow. 

~I] Place the stethoscope in your ears, adjusting earpieces inward and 

toward the nose. 
Palpate the brachial artery. 

Place the diaphragm of the stethoscope over the brachial artery and 

above or below the anterior crease of the elbow. 
Close the thumb screw valve and inflate the cuff 20-30 mmHg above the 

palpated blood pressure (or above the last heard pulse). 

Release air slowly (2-3 mmHg per second) and note the first sound of the 

pulse (systolic reacing) . 

Continue releasing air slowly until the last sound is noted (diastolic 
reading) . 

Record the findings, the time obtained, and the arm utilized. 



Skin Condition 

Observe appropriate universal precautions. 

Observe the patient's skin color, especially around the lips, ear lol 
fingernails, conjunctiva and hyperthenar area of palms. 

Note relative skin temperature using back of your hand and patient's 

forehead and extremities. 

Note warmth, presence or absence of moisture, abnormal coloration. 
Obtain body temperature with thermometer, if condition allows. 
Report and record findings, noting time obtained. 



Pupils 

Observe for appropriate universal precautions. 

Observe the patient's pupils to note size, equality and appearance. 

Check each eye for reactivity to light. 

For conscious patient, observe for ability to track vertically and 
horizontally. Also observe for accommodation (have patient focus c 
object 18" in front of nose, move object towards tip of patient's 
nose; observe for dilation and bilateral inward deviation). 



Student's Name . Pass Need More Practice 

Instructor's Name Date 
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EMT-A Course 

Lesson 2 
Skills Checklist 

COMMUNICATION OF PATIENT INFORMATION 



Age 

Gender 

Scene /mechanism of injury 

Chief complaint 

Associated symptoms 

Additional history of chief complaint for medical cases 

P - what provokes complaint 

Q - what is the quality or type of pain 

R - does it radiate 

S - on a 1-10 scale (1 representing "barely noticeable" and 

10 representing the worst pain imaginable) what is the 
severity of the pain 

T - what was the time of onset of the complaint 

Physical findings at : 

Vital signs 

Pulse 

Rate 

Rhythm 

Strength 

Respirations 

Rate 

Depth 

Blood pressure 

Breath sounds 

Pupils 

Size (right vs. left) 

Reactivity (right vs. left) 

Skin conditions 

Color 

Moisture 

Temperature 

Orientation to 

Person 

Place 

Event 

Glasgow Coma Score 

Eyes 

Motor 

Speech 
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Other significant findings from physical exam 

Patient history 

A - Allergies 

M - Medications 

p " Pertinent past medical history 

L - Last meal eaten, last menstrual period 

E - Events leading up to present condition 

Treatment rendered 

Patient information (optional in some systems) 

Patient's name 

Physician's name 

Destination (hospital of choice) 

ETA (estimated time of arrival) 



Student's Name Pass Need More Practice 

Instructor's Name Date 
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EMT-A Course 



Lesson 3 
Skills Checklist 



POSITIONING AN UNCONSCIOUS PATIENT TO OPEN AND MAINTAIN AN AIRWAY 



Head-tilt - chin-lift (to be used only if neck or spinal injuries 
are not suspected) 

Shake and shout. 

Check for consciousness. 

Place in supine position. 

Place one hand on patient's forehead. 

Lift patient's chin to where lower teeth are almost touching 

the upper teeth. DO NOT close patient's mouth. 

While lifting jaw, apply gentle pressure to forehead. 

May need to xxsa your thumb to pull back patient's lower lip. 

Jaw-thrust maneuver (to be used in cases of suspected neck or spinal 
injury) . 

Shake and shout. 

Check for consciousneiss . 

Place in supine position. 

Place fingers on both sides, behind angles of patient's lower 

j aw . 

With force, bring jaw forward. 

DO NOT tilt or rotate the patient's head. 

Pull lower lip down with thumb if necessary. 



Coma Position - to be used when patient is unconscious, has no 
suspected neck or spinal injury, and does not need ventilatory 
support . 

Support patient's head. 

Log roll patient on side. 

Extend patient's neck. 



IME 



Student's Name 



Pass 



Need More Practice 



Ins true tor ' s Name 



Date 
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BLS Performance Sheet 

Adult FBAO Management: Conscious 

Name . 



Date . 



Step 



1. Assessment 



Objective 



Determine airway oDStruction. 



2. Heimlich Maneuver 



Perform abdominal thrusts. 



Critical Performance 



Ask 'Are you cnoktng'?'* 



Determine it victim can cough or speak. 



Stand behind the victim 



Wrap arms around victim s waist. 



Make a fist with one hand and place the thumb side against 
victim s abdomen in the midline slightly above the navel and 
well below the tip of the xiphoid. 



Grasp fist with the oth er hand. 

Press inio the victim's abdomen with QuiCk upward thrusts. 



Each thrust snoulc be distinct and aelivered with the intent 
of relieving the airway obstruction. 

Repeat thrusts until either the foreign body is expelled or the 
victim becomes unconscious (see oelow). 



Victim with Obstructed Airway Becomes Unconscious (Optional Testing Sequence) 



3. Positioning 


Position the victim. 


Turn on back as unit. 








Place face uo. arms by side. 




Call for help. 


Call out "Helo!" or if others respond, activate EMS system. 






4 Foreign Body Check 


Perform fjnger sweep.* 


Keep victim's face up 






Use tongue-jaw ll^l to open moutn. 


Sweep oeepiy into moutn to remove foreign body 


5. Breathing Attempt 


Ventilate. 


Open airway with head-tilt/chin-lift. 






Seal mouth ana nose properly 


Attempt to ventilate. 


6. Heimlich Maneuver 


(Airv/ay is obstructed.) 
Perform abdominal thrusts. 


Straddle victim s thiahs. 






Place nee! of one hand against victim's abdomen, in the 
midline sligntly a::cve the navel and well below the tip of 
the xionoid. 


Place second hand directly on top of first hand. 


Press into the abdomen with quick upward thrusts. 


Perform 6-l0 aboominai thrusts. 


7. Foreign Body Check 


(Airway remains obstructed.) 
Perform finger sweep.* 


Keep victims face up. 






Use tongue-jaw lift to open mouth. 


Sweep deeply into mouth to remove foreign body 


8. Breathing Attempt 


Ventilate. 


Open airway with head-tilt/chin-lift. 






Seal mouth and nose properly 




Attempt to ventilate. 




9. Sequencing 


(Airway remains obstructed ) 
Repeat sequence. 


fleoeat Steps 6-8 until successful. t 







' During practice and testing, simulate finge' sweeps. 
^ After ainway obstruction is ciearec veniiiaie twice and proceed with 
CPR as indicated 



Instructor . 



Check. Satisfactory . 



Unsatisfactory , 
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Aopendices 

BLS Performance Sheet 

Adult FBAO Management: Unconscious 



Name , 



Date . 



Step 


Objective 


Critical Perlormance 


S 


u 


1. Assessment 


Determine unresponsiveness. 


Tap or gently shake shoulder 
Shout Are you OK?" 






Call for help. 


Can out "Help!" 






Position the victim. 


Turn on back as unit, if necessary, supporting head and 
neck (4-10 sec). 






Open the aiway. 


Use heao-tiil/chin-lift maneuver. 






Determine breathlessness. 


Matr^tain open airway. 






Ear over mouth, observe chest: look, listen, feel for breathing 
(3-5 sec). 


2. Breathing Attempt 


Ventilate. 


Maintain open airway. 






Seal mouth and nose properly 


Attempt to ventilate. 


(Airway is obstructeo.) 
Ventilate. 


Reposition victim's head. 






Seal mouth and nose properly. 


Reattempt to ventilate. 


(Airway remains obstructed.) 
Activate EMS system. 


If someone respondec to call for help, send him/her to 
aclivalp EMS *:v^tpm 






3. Heimlich Maneuver 


r^enorm aDsjominai mrusis. 


Straddle victims thighs. 






Plarp hppl nf nnp hanrl r)nAin<^ victim's abdompn in the 

1 IQ^V 1 1 WW 1 wl wllw ilQiiU Q^OIIIwl Tlwillllw Q wl llwll III illw 

midline slightly above the nave! and well below the tip of 
the xiphoid. 


Place seconc hand directly on top of first hand. 


PrP^^ tntn thP a'^rlompn with murk iinwarri thrii^<i 


Each thrust should be distinct and delivered with the intent 
of relieving the airway obstruction. 


Perform 6-10 abdominal thrustr*. 




H. Foreign Body Check 


Perform finger sweep." 


Keep victim's face up. 






Use tongue-jaw lift to open mouth. 




Sweep deeply into mouth to remove foreign body. 




5. Breathing Attempt 


Ventilate. 


Open airway with head-tittychin-lift maneuver. 






.Seal mouth and nose properly. 




Reattempt to ventilate. 




6. Seauencing 


Repeat seauehce. 


Repeat Steps 3-5 until successful.! 







' During practice and testing simulate finger sweeps. 

^ After tinway obstruction is cleared, ventilate twice and proceed with 
C?R as indicated. 



Instructor . 



Check; Satisfactory . 



Unsatisfactory . 
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Appendices 

BLS Performance Sheet 

Child FBAO Management: Conscious* 

Name 



Date . 



Step 


Objective 


Critical Performance 


S 


u 


1. Assessment 


Determine airway obstruction* 


Ask Are you choking?" 








Determine if vjctim can cough or soeak. 


2. Heimlich Maneuver 


Perform abdominal thrusts 


S:ana behind tne victim. 






{only if victims cough is 
ineflective and there is in- 


vVrao arms around victim's waist. 


creasing respiratory oifficulty). 


f/aKe a fist with one hand and place me thumb side against 
victims abdomen, in tne midline slightly above the navel and 
well below the tip of the xiphoid. 


G.-asp fist with the other hand. 


^^ess into the victims abdomen with quick upward thrusts. 


Each thrust should be distinct and delivered with the intent 
c' relieving the airway obstruction. 


^soeat thrusts until either the foreign body is expelled or the 
.'.r^im becomes unconscious (see below). 


Victim with Obstructed Airway Becomes Unconscious (Optional Testing Sequence) 


3. Positioning 


Position the victim. 


Tjrn on back as unit. 






^iace face up. arms by side. 


Call for help. 


Cai: out "Help!" or if others respond, activate EMS s^-stem 






4. Foreign Body ChecK 


Manual removal of foreign 
body if one is found. DC3 NCH" 
perlorm blind finger sweep. 


Keeo viaim s face up. 






Use tongue-iaw lift to open mouth. 


Look into mouth: remove foreign body ONLY IF VISUALIZED. 


5. Breathing Atlempt 


Ventilate. 


Ooen airway with heao-tili/chin-litt. 






Seal mouth and nose properly 


Attempt to ventilate. 


d Heimlich Maneuver 


(Airway IS obstructed.) 
Perform abdominal thrusts. 


Knee! at victims feet if on the floor, or stand at victim's feet if 
a table. 






P ace heel of one hano against victim's abdomen, m the 
rr..ciine slightly above navel and well below tip of xiphoid. 


^ hte second hand directly on top o^ first hand. 




press into the abdomen with quick upward thrusts. 




Pe'torm 6-10 abdominal th''usts. 




7. Foreign Body Check 


(Airway remains obstructed.) 
Manual removal of foreign 
body if one is found. DO NCH" 
perlorm blind finger sweep. 


"'eep victim's face up. 






Use tongue-jaw lift to open mouth. 




'^OK imo mouth, remove foreign body ONLY IF VISUALIZED. 




a Breathing Attempt 


Ventilate. 


Open airway with head-tilt/chin-lift. 






Seal mouth and nose properly. 




Reatlempt to ventilate. 




9. Sequencing 


(Airway remains obstructed.) 
Repeat sequence. 


repeat Steps 6-8 until successful.! 







' This procedure should be initiated m a conscious child only if the air- 
way obstruction is due to a witnessed or strongly suspected aspiration 
and if respiratory ditftcutty is increasing and the cough is ineffective il 
obstruction is caused by ain^vay swelling due to infection such as 
epiglottitis or croup, these procedures may be harmful, the child 



should be rushed to the nearest ALS facility, allowing the child to mairv 
tarn the position of maximum comfort. 

t Atier ain^ay obstruction is cleared, ventilate twice and proceed with 
CPR as mdicaiea 



Instructor ^ Check: Satisfactory Unsatisfactory . 
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Psrformance Sheets 

BLS Performance Sheet 

Child FBAO Management: Unconscious 



Name Date 



Step 


Objective 


Critical Performance 


S 


u 


1. Assessment 


Detemrnne unresponsiveness. 


Tap or gently shake shoulder. 






Shout Are you OK?" 


Call for help. 


K^aw out Help! 






Position the victim. 


Turn on back as unit, if necessary, supporting head and 
neck (4-10 sec). 






Open the airway. _ 


Use head-till/chin-litt maneuver. 






Determine breathlessness. 


Maintain open airway. 






Ear over mouth, observe chest; look, listen, feel for breathing 
(3-5 sec). ., 


2. Breathing Attempt 


Ventilate. 


Maintain open airway. 






Seal mouth and nose properly. 


Attempt to ventilate. 


(Ainvay is obstructed.) 
Ventilate. 


Reoosition victim s head. 






Seal mouth and nose properly. 


Reatiempt to ventilate. 


(Airway remains obstructed.) 
Activate EMS system. 


K someone responded to call for help, send him/her to 
activate EMS system. 






3. Heimlich Maneuver 


Perform abdominal thrusts. 


Kneel at victim s feet if on the floor, or stand at victim's feet if 
on a table. 






Place heel of one hand against victim's abdomen in the 
midline slightly above navel and well below tip of xiohoid. 


Place second hand directly on too of first hand. 


Press into the abdomen with quicK upward thrusts. 


Each thrust should be distinct and delivered with the intent 
of relie.'ing the ainway. 


Perform 6-10 abdominal thrusts. 


4. Foreign Body Check 


(Airway remains obstructed.) 
Manual removal of foreign 
body if one is found. DO NOT 
perform blind finger sweeo. 


Keep victim's face up. 






Use toncue-jaw lift to ooen mouth. 


Look into mouth; remove foreign body ONLY IF VISUALIZED. 


5. Breathing Attempt 


Ventilate. 


Open airway with head-tilt/chln-lift maneuver. 






Seal mouth and nose properly. 


Reatlemot to ventilate. 


6. Sequencing | Repeat sequence. 


Repeat Steps 3-5 until successful.* 







• After airway obstruction is cleared, ventilate twice and proceed with 
CPR as indicated. 



Instructor Check: Satisfactory Unsatisfactory 
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Performance Sheets 
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BLS Performance Sheet 

Infant FBAO Management: Conscious* 

Name . 



Date 







unticai renormance 


S 


u 


1. Assessment 


Determine airway obstruction.* 


Observe breathing difficulties.* 






2. Back Blows 


Deliver 4 back blows. 


SuDpoaing heaa and neck with one hand, straddle infant 
face down, heac lower than trunk, over your forearm 
suppoaed on your thigh. 








Deliver 4 bacK biows. forcefully, between the shoulder blades 
with the heel of tne hand (3-5 sec). 


3. Chest Thrusts 


Deliver 4 chest thrusts. 


While suDporiing tne head, sanowich infant between your 
hands and turn on back, with head lower than trunk. 






Deliver 4 thrusts m tne midsternal region in the same 
manner as external chest compressions, but at a slower rate 
(3-5 sec). 


4. Sequencing 


Repeat sequence. 


Repeat Steps 2 ar.c 3 until either the foreign body is 
expelled or the infant becomes unconscious (see below). 






Infant with Obstnjcted Airway Becomes Unconscious (Optional Testinc sequence) 


5. Call for Help. 


Call for help. 


Call out '*Help!" O'. if others resoond, activate EMS system. 




6. Foreign Body Check 


Manual removal of foreign 
body if one is found 
(tongue-jaw lift. NGfT blind 
finger sweeo). 


KeeD victim's face jd. 






Place thumb in infant's mouth, over tongue. Lift tongue and 
jaw forward with fingers wrapped around lower jaw. 


Look into mouth, remove foreign tody ONLY IF VISUALIZED. 


7. Breathing Attempt 


Ventilate. 


Open airway w:tr .'^ead-tilt;chin-lift. 






Seal mouth and ^cse properly. 


Atiemot to ventilate. 


8. Back Blows 


(Airway is obstructed.) 
Deliver 4 back blows. 


SuDpoamg head and neck with one hand, straddle infant 
face down, heac icwer than trunk, over your forearm 
supported on your thigh. 






Deliver 4 back blc/.'s. forcefully, between the snoulder blades 
with t.he '^eel of tre hand (3-5 seci. 


9. Chest Thrusts 


Deliver 4 chest thrusts. 


While supporting the head and neck, sandwich infant 
between your hands and turn on back, with head lower than 
trunk. 






Deliver 4 thrusts in the midsternal region in the same 
manner as external chest compressions, but at a slower rate 
(3-5 sec). 


10. Foreign Body Check 


(Airway remains obstructed.) 
Manual removal of foreign 
body if one ts found. 


Keep victim's face up. 






Do tongue-jaw lift, but NOT blind finger sweep. 




Look into mouth, remove foreign body ONLY IF VISUALIZED. 




11. Breathing Attempt 


Ventilate 


Open airway witn head-ttlt/chin-lift. 






Seal mouth and nose properly 




Reattempt to vent:tate. 




12. Sequencing 


(Airway remains obstructed.) 
Repeat sequence. 


Reoeat Steos 8-ti until successful. t 







• This procedure Should be initiated m a conscious infant only if the air- 
way obstruction is due to a witnessed or strongly suspected aspiration 
and if respiratory difficulty ts increasing anc the cough is ineffective H 
the obstruction is caused by airway swelling due to mlections. such as 
epiglottitis or croup, these procedures may be harmful: the infant 



Should be 'ushed to the 'nearest ALS facility, allowing the infant to 
nantain \r.e position o< "^ajcimum comfort. 

' After air^Aay Obstruction iS cleared, ventilate twice and proceed with 
CPR as '^2'cated 



Instructor . 



Check. Satisfactory . 



Unsatisfactory , 
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Appenoices 

BLS Performance Sheet 

Infant FBAO Management: Unconscious 



Name . Date 



Step 


Objective 


Critical Performance 


S 


u 


1. Assessment 


Determine unresponsiveness. 


Tap or gently shake shoulder. 








Call lor hetD. 


Call out "Hefo!" 








Position the infant. 


Turn on back as unit, if necessary, supporting head and neck. 






Place on firm, hard surface. 


Open the sinway. 


Use head'till/chin-litt maneuver to sniffing or neutral position. 






Do not overexiend the head 


Determine breathlessness. 


Maintain ooen airway. 






Ear Over mouth, observe chest look, listen, feel for breathing 
(3-5 sec). 


2. Breathing Attempt 


Ventilate. 


Maintain open airway 






Make tignt seal on mouth and nose of ln^ant with rescuers 
mouth. 


Attempt to ventilate. 


(Airway is obstructed.) 
Ventilate. 


Reposition infant s head. 






Seal mouth and nose properly 


Reattempt to ventilate. 


(Air>\*ay remains obstrucred.) 
Activate EMS system 


If someone responded to call for help, send him/her to 
activate EMS s>'stem. 






3. Back Blows 


Deliver 4 back blOA-s. 


Supporting head and neck with one hand, straddle infant 
face cown. head lower than trunk, over your forearm 
supponeo on your thigh. 






Deliver 4 bacK WDVL's, forcefully between the shoulder blades 
with the heei of the hand (3-5 sec). 


4. Chest Thrusts 


Deliver 4 chest thrusts. 


While supporting the head and neck, sandwich infant between 

Vkjui Mdil^b d-lU lUiii un UdoK. Willi ilcdU ICTWci utdn irunK. 






Deliver 4 thrusts in the midsternal region in the same 
manner as externa! chest compressions, but at a slower rate 
(3-5 sec). 


5. Foretgn Body Check 


(Airway remains obstru'^^n ) 
Manual remo*'al of fo'eicn 
body it one is found 
(tongue-jaw lift. NCJT blind 
finger sweep). 


Keep victims face up. 






Place thums m infant s mouth, over tongue. Lift tongue and 
jaw forwara with fingers wrapped around lower jaw. 




Look into mouth: remove foreign body ONLY IF VISUALIZED. 




6. Breathing Attempt 


Ventilate. 


Open airway with head-till/chin-lift. 






Seal mouth and nose properly 




Reattempt to ventilate. 




7. Sequencing 


Repeat sequence. 


Repeat Steps 3-6 until successful.* 







• After airway obstruction is cleared, ventnaie twice and proceec with 
CPR as indicated. 



Instructor Check: Satisfactory Unsatisfactory 
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EMT-A Course 

Lesson 6 
Skills Checklist 

AIRWAY INSERTION 



TIME 



Airway Insertion 

Works from the side of the head; rescuer is gloved, considers 

eye protection. 

Chooses proper sized airway (corner of mouth to angle of jaw or 

earlobe for oral/nare to angle of jaw or earlobe) . 

Opens mouth of patient using cross -finger technique. 

Inserts oral airway upside down into mouth and rotates into 
proper position after reaching soft palate (airway can be 
inserted turned 90 degrees from correct position while tongue is 
flattened using a tongue blade). 

Removes airway if patient regains consciousness or significant 

gag reflex. 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 

Lesson 6 
Skills Checklist 

OXYGEN DELIVERY SYSTEM (Portable) 

TIME 

: Oxygen Delivery System (Portable) 

Removes protective wrap, if present, from "new" tank and 

releases small amount of oxygen from tank (to clear connection 
ports for proper coupling) . 

Attaches reducing valve/yoke assembly; using gasket if 

necessary. 

"Cracks" the tank properly, to assure proper seating of reducing 

valve assembly. 

Connects O2 delivery device (e.g., mask cannula, etc.). 

Opens tank valve. 

Turns on flow meter to appropriate rate. 



Demonstrates how to shut down system. 

Demonstrates how to bleed out or drain the system and return it 
to storage status . 



Student's Name 

Instructor's Name 



Pass 



Date 



Need More Practice 
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TIME 



EMT-A Course 

Lesson 6 
Skills Checklist 

POSITIVE PRESSURE DEMAND VALVE RESUSCITATOR 

Positive Pressure Demand Valve Resuscitator 

Assembles unit, turns on oxygen. 

Considers use of oral/nasal aiirway for unconscious patient using 

appropriate cross -finger technique to open mouth. 

Places mask over patient's mouth and nose, utilizing appropriate 

aiirway maintenance/positioning. 

For conscious patient, notes that as patient inhales, negative 

inspiratory pressure triggers the release of oxygen. 

For the unconscious patient, depresses button on top of demand 

valve, releasing button as patient,' s chest starts to rise. 

Ventilates at least 12 times per minute (for the adult patient) . 

Shuts down system. 

Drains or "bleeds down" system. 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 

Lesson 6 
Skills Checklist 

BAG -MASK 



TIME 



Bag Mask 

Assembles bag-valve device, including O2 source and reservoir. 

^ Verbalizes oral/nasal airway insertion for unconscious patient 

using appropriate cross -finger technique. 

Spreads face mask and seals properly on face. 

Holds mask on face with thumb and index finger forming a "C" and 

the other fingers helping displace mandible to open airway. 

Turns bag perpendicular to patient and ventilates at least 12 

times per minute (for the adult patient). 

Observes for chest movement and corrects any mask leaks . 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 

Lesson 6 
Skills Checklist 

SUCTION 

TIME 

: Suction (mechanical) 

Assembles and turns on unit to trial test operation. 



Measures appropriate length catheter tip suction tubing (corner 
of mouth to angle of jaw/earlobe for oral suctioning; nare 
opening to angle of jaw/earlobe for nasal suctioning) after 
applying catheter to primary suction tubing. 

Suctions across back of patient's mouth and on the way out (not 
suctioning while insertion) for no more than 15 seconds . 

Considers rinse solution for tubing or use of tonsil- tip rigid 
device . 

Shuts down unit. 



"Time limitations may vary from 10-15 seconds for oropharyngeal suctioning, 
depending on reference source (as evacuating air can aggravate hypoxia) it 
should also be noted that a clear, patent airway is a priority; if rescuers 
reach the suggested time limits and still have a compromised airway, 
consideration should be given to using larger diameter suction adjuncts or 
other alternatives for clearing the airway. 



Student's Name Pass Need More Practice 

Instructor's Name Date 
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•^Dpenoices 



BLS Performance Sheet 

Adult One-Rescuer CPR 



Name . 



Dale 



Step 


Objective 


Critical Performance 


S 


u 


1 Airway 


Assessment: 


Tap or gently snake shoulder. 






Determine unresponsiveness. 


Shout Are you OK?" 




Call for helD. 


Cali out "'Helo!" 








Position the v»aim. 


Turn on bacK as unit, if necessary, suoporting head and 
necK (A— 10 sec). 








Open the airway. 


Use neao-tiil/chin-iitt maneuver. 






2, BREATHING 


Assessment: 

Determine breainlessness. 


Maintain open airway. 






Ear over mouth. oDserve chest: look, listen, feel for breathing 
(3-5 sec). 


Ventilate twice. 


Maintain open airv."ay. 






Seal rr^outh and nose properly. 


Ventilate 2 times at 1-15 sec/inspiration. 


Observe chesl rise (adeauate ventilation volume,) 


Allow oeflation oeiween breaths. 


a Circulation 


Assessment: 

Determine pulselessness. 


Fee! for carotid pulse on near side of viaim (5-10 sec). 






Maintain heao-tiU with other hand. 


Activate EMS s>'Stem, 


If so'neone responaed to call for helo. send him/her to 
aaivate EMS sv-stem. 






Total time. Step 1— Activate EMS s>'stem: 15-35 sec, j 




Begin chest compressions. 


Rescuer Kneeis by victim s shoulders. 






Lanamark cnecK orior to hand placement. 


Proper nanc position throughout. 


Rescuer's snouiaers over viaim's sternum. 


Ecjal compression-relaxation. 


Compress V'l to 2 inches. 


Keep hands on sternum during upstroke. 


Complete chest relaxation on upstroke. 




Sa) any neipful mnemonic. 




Compression rate: 80-100/min (15 per 9-11 sec).- 




4. CompressionA/entilation 
Cycles 


Do 4 cycles of 15 compres- 
sions and 2 ventilations. 


Proper compression/ventilation ratio: 15 compressions to 2 
ventilations per cycle. 






Observe chest rise: 1-15 sec/inspiration; 4 cycle&'52-73 sec. 




5. Reassessment* 


Determine pulselessness. 


Feel for carotid pulse (5 secj.t If there is no pulse, go 
to Step a 






5. Continue CPK 


Ventilate twice. 


Ventilate 2 times. 






Observe chest rise: 1-1,5 sec/inspiration. 




Resume compression/ 
ventilation cycles. 


Feel for carotid pulse every few minutes. 







' if 2n(j rescuer arrives to replace 1st rescuer (a) 2nd rescuer identifies 
self by saying "I know CPR. Can 1 help*?" (b) 2nd rescuer then does 
pulse cneck in Step 5 and continues with Step 6 (During praaice and 
testing only one rescuer aaually ventilates the manikin Vhe 2nd res- 
cuer simulates ventilation.) (c) 1st rescuer assesses tne adequacy of 
2nd rescuer's CPR by observing chest rise dunnp ventilations and by 
checKing the pulse during chest compressions 



If pulse IS present, open airway and cherk for spontaneous breathing: 
(a) H breatr>ing is present, maintain open airway and monitor pulse and 
bfGatnmg (p)'ll breathing is absent, oerlorm rescue breathing at 12 
times/min an3 monitor pjise. 



Instructor . 



Check: Satisfactory . 



Unsatisfactory , 
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BLS Performance Sheet 

Adult Two-Rescuer CPR* 



Performancs She«ts 



Name . 



Date 



Step 


Objective 


Critical Performance 


S 


u 


1. Airway 


One rescuer (ventilator): 

Assessment. Determine 


Tan nr riPntlv QhaKP ^hniilflpr 








Shout Are you OK?" 


Position the victim. 


Turn on bark if necessary {^10 sec). 






Open the airway. 


Use a proper technique to open airway. 






2. Breathing 


Assessment: Determine 
breatniessness. 


I nnk )i<>tpn eknci fppt fS»-5 sec) 






Ventilate twice. 


Observe chest rise: 1-15 sec/inspiration. 






a Circulation 


Assessment: Determine 
pulselessness. 


Feel for carotid ouise (5-10 sec). 






State assessment results. 


Say "No pulse." 






Other rescuer (compressor): 

Get into position for 
compressions. 


Hands, shoulders in correct position. 






Locate landmark notch. 








4. CompressionA/entilation 
Cycles 


Compressor: Begin chest 
compressions. 


Correct ratio comoressionsA/entilations: 5/1- 






Comoression rate BO-IOO/mtn (5 compressions/S-4 sec). 


Say any helpful mnemonic. 


Stop compressing for each vent;l£tior^. 


Ventilator: Ventilate after e^ry 
5th compression and check 
comoression etiecliveness 


Ventilate 1 time (1-1 .5 sec/insoiration). 






Check Dulse occasionally to assess compressions. 


{Minimum of 10 cycles.) 


Time for 10 cycles: 40-53 sec. 






5. Call for Switch 


Compressor: Call for swiicn 
when fatigued. 


Give clear signal to change. 






Compressor completes 5th compression. 


Ventilator completes ventilation after 5th compression. 




O. OWtlUil 


S«rnul*arieouslv switch'. 








Ventilator; Move to chest. 


Mcfve to chest. 






Become compressor. 




Get into position (or compressions. 




Ux:ate landmarK notch. 




Compressor: Move to head. 


Move to head. 






Become ventilator. 


Check carotid pulse (5 sec). 




Say "No pulse." 




Ventilate once (1-1.5 sec/inspi ration ).t 




7. Continue CPR 


Resume compression/ 
ventilation cycles. 


Resume Step 4 







* (a) II CPR IS in progress with one rescuer (lay person), the entrance o< 
the two rescuers occurs; after tnc comoietion of one rescuer s cycle of 
15 compressions and 2 ventilations The EMS should be activated first 
The tv« new rescuers start with Step 6 (b) if CPR is «n progress with 
one healthcare provioer. the entrance o' a second healthcare provider 



IS at the end of a cycle after check for pulse by first rescuer The new 
cycle stats with one ventilation by the fir^t rescuer, and the second 
rescue' Becomes the compressor, 
t Ounnc practice and testing only one rescuer actually ventilates the 
maniKin Tne other rescuer Simulates ventilation 



Instructor . 



Check. Satisfactory . 



Unsatisfactory . 
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BLS Performance Sheet 

Child Two-Rescuer CPR* 



Name 



Date 



Step 


Objective 


Critical Performance 


S 


u 


1. Airway 


One rescuer (ventilator): 

Assessment- Determine 
unresponsiveness. 


Tap or gently shake shoulder. 






Shout "Are you OK?" 


Position the viaim 


Turn on back if necessary (4-10 sec). 






Open the airway. 


Use a orooer techniaue to open airway. 






2. Breathing 


Assessment: Determine 
b^eathiessness. 


Look, listen, and feel (3-5 sec). 






Ventilate twice. 


Observe ches; nse: l-i.5 sec/inspiration. 






3. Circulation 


Assessment: Determine 
pulselessness. 


Feel for carotid pulse (S-lO sec). 






State assessment results. 


Say "No C;uise." 






Other rescuer (compressor): 
Gel into position for 
cnrmrpssions 


Hana. shouice-^ m correct position. 







Locate landmark notch. 


Lanamark check. 






4. Compression/Ventilation 
Cycles 


Compressor: Begin chest 
compressions. 


f^'^rrprt fStm '*nfT^nrocctnnt/uPnti(atinnc 'Vt 
1 cut la\\\J ^Ull 1^1 csslUI l^/ Vcl IlllallUI lo. 3/ t • 






Pnmnrp*j*itnr rstP AH— inn/min rn'^nroQcmnt/T— ^ Qor\ 


Say any helpful mnemonic. 


Stop compressing for each ventilation. 


Ventilator: Vfenttlate after every 
5th compression and check 
comoression effectiveness. 


Ventilate 1 time {^-^5 sec/inspiration). 






Check Dulse occasionally to assess compressions. 


(MinjmurT! of 10 cvcies.) 


Time for 10 c-v*cies 40-53 sec. 






5. Call for Sv.'itch 


Compressor: Cali for sv\'iich 
when fatigued. 


Give Clear sigr.ai to change. 






Como'essor completes 5th compression. 


Ventilator corr.Dietes ventilation after 5th compression. 


6. Switch 


Simultaneously switch; 








Ventilator: Move to chest. 


Move to Chest. 


Become com:: -ess or. 


Get into position for compressions. 


Locate landmark notch. 




Compressor: Move to head. 


Move to head. 






Become ventilator 




Check carotic oulse (5 sec). 




Say "No pulse." 




Ventilate once (1-1.5 sec/mspiration).t 




7. Continue CPR 


Resume compression/ 
ventilation cycles. 


Resume Step 4. 







' (a) If CPR is in progress with one rescuer (layperson) tr^e entrance of 
the two rescuers occurs after the completion of one rescuer's cycle of 
5 compressions and 1 ventilation. The EWS should be activated first 
The two new rescuers start with Step 6 (b) H CPR is in progress with 
one healthcare provider, the entrance oi a second healthcare orovioor 



IS ai tne end o' a cycle after check for pulse by first rescuer. The new 
cycle sians witr^ one ventilation by the first rescuer, and the second 
rescue' becomes the compressor 

T During practice and testing only one rescuer actually ventilates the 
maniKin The other rescuer Simulates ventilation. 



nslructor . 



Check Satisfactory 



Unsatisfactory . 
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BLS Performance Sheet 

Child One-Rescuer CPR* 



pQfformance Sheets 



Name .. 



Date 



ERLC 



step 


Ob|ective 


Critical Performance 


S 


U 


1. AlRMM 


Assessment: 


Tap or gently shake shoulder 






Determine unresDonsiveness. 


Shout 'Are you OK?" 




Call for help. 


Call out "Help!" 








Position the victim. 


Turn on back as unit, if necessary, supporting head and 
necK (4-10 sec). 








Open the airway. 


Use head-tilt/chm-lift maneuver 






2. Breathing 


Assessment: 

Determine breathlessness. 


Maintain open airway. 






Ear over mouth, observe cnest: look, listen, feel for breathing 
(3-5 sec). 


Ventilate twice. 

1 


Maintain open airway. 






Seal mouth and nose propeny. 


Ventilate 2 limes at 1-15 sealnspiration. 


Observe chest rise. 


Allow deflation between breaths. 


3 Circulation 


Assessment: 

Determine pulselessness. 


Feel for carotid pulse on near side of victim (5-10 sec). 






Maintain head-tilt with other hand. 


/Vrtivate EMS system. 


If someone respc u, ed to call for help, send him/her to 
aaivate EMS systL.n. 






Total time. Step 1— Act.v^te EMS 5"yst6m. 15-35 sec. 






Begin chest compressions. 


Rescuer Kneels by victim's shoulders. 






Lancmark cnecK prior to initial hand placement. § 




; Prcper hand position throughout. 




Rescuer s shoulders over victim's sternum. 


Equal compression-relaxation. 


Compress 1 to IV2 inches. 


Keeo hand on sternum during upstroke. 




Complete- chest relaxation on upstroke. 




Say any helpful mnemonic. 




Compression rate: 80-100/mtn (5 per 3-4 sec). 


4. CompressiorA/enttlatton 
Cycles 


Do 10 cycles of 5 compres- 
sions and 1 ventilation. 


Proper compressionA/entllation ratio: 5 compressions to 1 
slew ventilation per cvcle. 






Observe chest rise. 1-1.5 sec/inspiration 
(10 cycles/60--e7 sec). 




5. Reassessmentt 


Determine pulselessness. 


Feel for carotid pulse (5 secl.$ If there is no pulse, go 
to Step 6. 






6. Continue CPR 


Ventilate once. 


Ventilate one time. 






Observe chest rise. 1-1.5 sec/inspiration. 




. Resums compression/ 
ventilation cycles 


Feel for carotid pulse every few minutes. 







* If child IS abovt age of approximately 8 years, the method for adults 
Should be useo 

t 2nd rescuer arrives to replace 1st rescuer la) 2nd rescuer identifies 
self by saying ■ '. "-.now CPR Can I help''" (b) 2ncj rescuer then does 
pulse checK m Siep 5 and continues with Step 6 (Dunng practice ano 
testing only one 'escuer actually veniilaies the mamkm The 2nd res* 
cuer simulates ventilation ) (c) 1st rescuer assesses the adequacy o! 



2nd rescuer s CPR by observing chest rise dunng ventilations tnd by 
Checking the pulse during chest compressions. 

t It pulse IS Present, open airway and checK for spontaneous breathing, 
(a) II breathing is present, maintain open ain^ and monitor breathing 
ana pulse (b) If breathing is absent, perform rescue breathing at 15 
times/min and monitor pulse. 

§ Thereatter. checK hand position visually 



Instructor , 



Check: Satisfactory , 



Unsatisfactory . 
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BLS Performance Sheet 

Infant CPR 
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Name 



)ate 



Step 


Objective 


Critical Performance 


S 


u 


1. Airway 


Assessment: 

Determine unresponsiveness. 


Tap or gently s^ar.e sncjiaer 








Call for help. 


Call out -Heb'" 


1 




Posi»:Dn the infant. 


Turn on bacK,as uni! sjsporting neac anc necK 








Place on firm r.arc surface. 


Open me airway. 


Use heaa-tili/ch:n.iitt maneuver ic sniffing or neutral position. 






Do not overe>:tenc tne nead. 


2. BREATHING 


Assessment; 

Determine breainlessness. 


Maintain open airv.-ay 






Ear over moL;:M. observe cnest. iook. listen, feel for Preatntng 
{3-5 sec) 




ivtdiiitaui UiJt^ii al VroV 






mouth. 






AII^aj rtQfiali'^r* r\o*\juAArt ^rostKc 

Miiuw uciiciiuM u^^tVVccn ^'cauib. 


3. CiRCUUVTlON 


Assessment: 

Determine pulselessness. 


Feel for iDracmai 3ulse (5-10 sec). 






Maintain heao-tiK with other hand. 


Activate EMS system. 


If someone lesDondec to call for helo. send him/her to 
activate EMS system 






Tota: time. S'.ep 1— Activate El/S s\'3tem- 15-35 sec. 






Begin cnest compressions. 


Imagine line w-etA-een noDies in:ermamrr.a*>' line). 






Place 2-3 fipoers on sie'num. l finger s v»-idth Delow 
intermamma'>- ime 


Epuai compression-relaxation. 


Compress vertically vj to 1 inches. 


Keep fingers on sternum auring upstroke. 


Complete cnesi reiaxaticr, on upstroKe. 


Say any helpful mnemonic. 


Compression rate: at least lOO/min (5 in 3 sec or less). 




4 CompressionA/entilation , 
Cycles 


Do 10 cycles of 5 compres- 
sions and 1 ventilation. 


Proper compression/ventiiation ratio- 5 compressions to 1 
slow ventilation per cycle. 






Pause for ventilation. 




Observe chest rise. 1-1.5 sec/inspiration; 
10 cycles/45 sec or less. 




5. Reassessment 


Determine pulselessness. 


Feel for brachial ouise (5 sec).' If there is no pulse, go 
to Step 6. 






6. Continue CPR 


Ventilate once. 


Ventilate i time. 






Observe chest rise: 1-1.5 sec/inspiration. 




Resume compression/ 
ventilation cycles. 


Feel for brachial pulse every few minutes. 







• If pulse IS present, open airway and checK lor spontaneous breathing 
(a) If breathing is present, maintain open a«fv,-ay and monitor breathing 



anc pu'se (b) If breatnmg is absent periorm rescue breathing at 20 
times^'Tiir. ano noniiof pulse 



Instructor . 



Check: Satisfactory . 



Unsatisfactory . 
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EMT-A Course 

Lesson 7 
Skills Checklist 

CONTROLLING HEMORRHAGE 

The following procedures should be done while observing universal precautions 

TIME 

: Direct Pressure 

Exposes injury site, cutting away clothing if necessary. 

Selects appropriate sized dressing and applies direct pressure 

with gloved hand over the wound site (if a delay in obtaining a 
suitable dressing, uses gloved hand directly), 

Considers elevating extremity while continuing direct pressure, 

Secures dressings at site with pressure bandage, 

: Pressure Point 

Locate the appropriate supplying artery to the injury. 

Apply pressure over artery, compressing it against a firm 

structure (e.g., bony prominence) with fingers or hand. 

: Tourniquet 

Considers use of a bl">od pressure cuff. 

Inflates cuff to just beyond the point at which bleeding stops. 

Attach tape or write directly on patient's forehead "TK" and the 
time it was applied. 



Student's Name 

Instructor's Name 



Pass 



Date 



Need More Practice 
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EKT-A Course 

Lesson 9 
Skills Checklist 



MAST/PASG 



TIME 



: MAST/PASG 



Readies equipment; lays out garment and readies pump. 

Verifies patient needs (shock with systolic less than 80 or less 

than 90 with clear symptoms or ensuing shock) . 

Removes patient's clothing below the waist, assesses for and 

notes possible injuries; cover open wounds with appropriate 

dressings and clean sheets over significant burns of lower 

extremities . 

Slide garment under patient. 

Secures legs and abdominal compartment. 

Connects all hoses and checks valve settings (open vs. closed). 
In cases of profound shock, inflates all compartments at the 
s ame t ime . 

Considers left- -right- -abdominal sequence for "marginally 
unfavorable" pressures; legs only with abdominal complications 
such as impaled objects. 
Inflation continued until 

Pressure gauge reading (Jobst) or 

Velcro "crackles" as it begins to pull away, or 

Satisfactory blood pressure obtained 

Pop-off valves release excess air 

Commences deflation procedures only after requested to do so by 
Medical Control. 

Release air from one valve at a time for 2-5 seconds, rechecking 
blood pressure after each release. 

Stops deflation if blood pressure falls 5 or more mmHg in 
pressure after a valve release. 

Release one section at a time; first the abdominal section, then 
right then left leg. 

As each compartment is deflated, the valves are then closed to 
that compartment. 

When deflation is completed, hoses are disconnected, MAST are 
cleaned and returned to storage case with the pump. 



Student's Name 



Instructor's Name 



Pass 
Date 



Need More Practice 
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EMT-A Course 



Lesson 10 
Skills Checklist 



DRESSING AND BANDAGING 



Identifying Dressings 
Gauze dressings 

2x2 and/or 4x4 

5x9 and/or 8x10 

9x36 (universal or trauma dressings) 



Identifying bandaging materials 
Tape 

Cravat/triangular bandages 

Roller gauze 

Demonstrate application of appropriate dressing and bandaging for 

Laceration of the Arm/Leg 

Observe universal precautions (including protective gloves 

when potential for body fluids). 

Expose and examine the wound; examine for distal 

neurovascular impairment . 

Select proper dressing. 

Consider sterile technique when possible when 

opening and applying dressing. 

Select proper bandage material. 

Place dressing on wound. 

Consider firm pressure if bleeding from site needs 

to be controlled. 

Properly anchor the bandage distal to site. 

With roller gauze, encircle limb with bandaging 

material. 

As second pass around extremity occurs, fold the 

expos. .d end of bandage back over top of second pass. 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing 
distal end of gauze roller between pass two and 
three) . 

Use circular, open or closed or spiral turns to complete 

bandaging. 

Secure proximal end of bandage using tape, product clips or 

tucking of excess bandage. 

Re-evaluate distal neurovascular status. 



Laceration of Elbow/Knee 

Observe appropriate universal precautions. 

Expose and examine the wound; evaluate distal neurovascular 

status of extremity. 

Position extremity (splint as found) . 

Select appropriate dressing. 

Select appropriate bandage. 




A-32 



Place dressing on wound. 

Properly anchor the bandage distal to site 

With roller gauze, encircle limb with bandaging 
material . 

As second pass around extremity occurs, fold the 

exposed end of bandage back over top of second pass. 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing distal 
end of gauze roller between pass two and three) . 

Use figure-of-eight turns with bandage to secure dressing 

to site. 

Secure proximal end of bandage using tape, product clips, 
or tucking of excess bandage. 
Vertalize immobilization of extremity. 
Re-evaluate distal neurovascular status. 



Laceration of Hand/Foot 

Observe appropriate universal precautions. 

Expose and examine the wound; evaluate distal neurovascular 

status of extremity. 
Position extremity (with hand, use "position of function" 

with hand in grip-like position). 
■ Select appropriate dressing. 

Select appropriate bandage. 
Place dressing on wound. 

Pro],erly anchor the bandage distal to site. 

With roller gauze, encircle limb with bandaging 

material. 

As second pass around extremity occurs, fold the 

' exposed end of bandage back over top of second pass. 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing distal 
end of gauze roller between pass two and three). 

Use circular, spiral and figure-of-eight turns to complete 

bandaging. 

Secure proximd end of bandage using tape, product clips, 

or tucking of excess bandage. 
Re-evaluate distal neurovascular status. 



Student's Name 
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EMT-A Course 

Lesson 10 
Skills Checklist 

AVULSIONS 

TIME 

Avulsions 

Observe appropriate universal precautions. 

Expose and examine wound; check distal neurovascular status 

in extremity injuries. 

Remove any coarse loose debris. 

Reposition tissue flap to correct anatomical position. 

Select appropriate dressing. 



Select appropriate bandage. 



Place the dressing over the wound. 



Properly anchor the bandage distal to site. 

With roller gauze, encircle limb with bandaging 

material . 

As second pass around extremity occurs, fold the 

exposed end of bandage back over top of second pass. 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing distal 
end of gauze roller between pass two 'and three). 

Complete the bandaging. 

Secure the end of the bandage. 



Re-evaluate distal neurovascular status, if necessary. 



Student's Name Pass Need More Practice 

Instructor's Name Date ^ 
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EMT-A Course 

Lesson 10 
Skills Checklist 

IMPALED OBJECTS 

TIME 

: Impaled Objects 



Observe appropriate universal precautions. 

Expose and examine the wound; evaluate distal neurovascular 
status, if extremity is involved. 

Access impaled object and consider 
Removal if object impairs airway. 

Shortening object or disengaging it if patient care 

and transport is otherwise impossible. 

Stabilize object (done by partner) covering sharp edges 
with cloth or tape. 

Small object - use hand on patient's body, object 

between fingers. 
Large object - grasp object near puncture site, using 

hands and "splinting to the body" by resting hands 

and/or forearms on patient's body. 

Select dressing (first layer occlusive in cases possibly 
involving airway). 

Bulky dressings and other material as needed to place 
around impaled object to stabilize it. 

Secure dressing in place with 
Tape 

Triangular bandage 

Roller gauze 



Student's Name Pass Need More Practice 

Instructor's Name Date ^ 
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EMT-A Course 



Lesson 12 
Skills Checklist 

HARE TRACTION SPLINT APPLICATION 

TIME 

: Hare Traction Splint Application 

Observe appropriate universal precautions. 

Identify possible mid-shaft femur fracture. 

First rescuer stabilizes the injured leg. 

Second rescuer removes shoe and sock, cuts pant leg to expose 

injury site; completes assessment of extremity (other injuries?) 
Second . rescuer checks neurovascular status (pulse, sensation, 

movement, capillary refill). 
Ankle hitch is applied by second rescuer without lifting leg; 

manual in-line traction is applied by same rescuer using ankle 

hitch. 

First rescuer walks around patient and adjusts splint length to 

extend from gluteal fold/greater trochanter area (level with 
ischial tuberosity) to a point 8-12 inches beyond the heel of 
the "good" leg's foot. 

First rescuer places splint along lateral aspect of injured leg 

and lifts extremity with support proximal and distal to 
suspected site of fracture, with second rescuer maintaining 
inline traction and assisting with lift. 

With extremity properly elevated, first rescuer uses one hand 

(usually the one providing distal support) or other acceptable 
method while continuing to support injured extremity, to 
properly position traction splint beneath patient's extremity 
and lowers leg onto the splint. 

The ischial strap is applied after padding is placed over the 

area of the femoral artery, by the first rescuer. 

First rescuer secures ankle strap rings to traction splint and 

applies mechanical traction. 

First rescuer stabilizes leg to splint by securing remaining 

straps, securing two above the knee (above and below fracture 
site) and two below the knee, while 

Second rescuer re-evaluates neurovascular status of patient 

(distal pulse, sensation, movement, capillary refill). 

Remember to explain what you are doing before and during your actions to the 
patient and pertinent bystanders. 



Student's Name 
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EMT-A Course 

Lesson 12 
Skills Checklist 

SAGER TRACTION SPLINT 

TIME 

Sager Traction Splint 

Observe appropriate universal precautions. 

Expose and exaraine injured leg; assess distal neurovascular 

status of extremity 

If available, helper manually stabilizes fracture (without 

manual traction) . 

Padded bar or splint is placed against the perennial area of the 

patient and the splint is adjusted to the appropriate length. 

The ischial strap is secured around the leg laterally (the 

splint may also be placed outside of the leg with the ischial 
strap then secured medially) , 

Ankle hitch is applied and secured about the ankle. 

Splint is attached to the ankle hitch on patient (adjust hitch 

connecting strips). 

Distal splint is extended until the wheel at the end displays 

the correct amount of traction (10 % of patient's estimated body 
weight. This may need to be adjusted as the splint settles and 
patient relaxes). 

Elastic support wraps are secured after being positioned over 

the femur, knee and leg. 

Ankles are tied together to prevent lateral rotation and 

misalignment using figure-eight format. 

Reassess the distal neurovascular status of the injured 

extremity. 



Student's Name 

Instructor's Name 



Pass Need More Practice 

Date 
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EMT-A Course 

Lesson 14 
Skills Checklist- 

EYE AVULSION 



TIME 



Eye Avulsion 



Observe appropriate universal precautions. 
Examine wound; 

Select and prepare dressing. 

4x4 s , some with center hole cut OR 

Roller gauze wrapped to doughnut -shaped ring 

Paper or styrofoam cups (one with pinhole in bottom). 

Select bandaging material (usually roller gauze). 

Gently place cut-out 4x4s or roller gauze ring over injured 

eye . 

Place a cup over injured eye on cut-out 4x4s or gauze ring. 
Remove bottom of cup as necessary to accommodate 

impaled objects and stabilize object with bulky 

dressings . 

Place a 4x4 or preferably, a paper or styrofoam cup with 
the pinhole over the uninjured eye (this gives a focus 
point of light to look at and reduce consensual movement) . 

If both eyes are injured 

Gently place cut-out 4x4s or roller gauze ring 

over injured eyes. 

Place a cup over each injured eye on cut-out 

4x4 's or gauze ring. 

Remove bottom of cup as necessary to accommodate 
impaled objects and stabilize object with bulky 
dressings . 

Use roller gauze to bandage dressings in place. 
Properly anchor the bandage distal to site. 

With roller gauze, encircle limb with bandaging 

material . 

As second pass around extremity occurs, fold the 

exposed end of bandage back over top of second pass, 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing distal 
end of gauze roller between pass two and three) , 

Use circular wraps around cups to help secure, in 

combination with figure-of-eight turns and circle wraps 

around head. 

Secure end of bandage. 



Student's Name 



Instructor's Name 
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Need More Practice 



ERLC 



339 



A- 38 



EHT-A Course 
Lesson 14 
Skills Checklist 



TIME 



LACERATION OF FOREHEAD/SCALP /HEAD 
Laceration of Forehead/Scalp/Head 

Observe appropriate universal precautions 

Examine wound. 

Select appropriate dressing. 

Select appropriate, bandage . 



Place dressing on wound 

Properly anchor the bandage distal to site. 

With roller gauze, encircle limb with bandaging 
material. 

As second pass around extremity occurs, fold the 

exposed end ot bandage back over top of second pass. 

Anchor distal end by wrapping third pass identically 

over second pass (thereby trapping and securing distal 
end of gauze roller between pass two and three) . 

Wraps around head need to pass behind the ear and 

below the occipital eminence to keep from sliding up. 

Complete bandaging to secure dressing. To secure scalp/ 
head dressing, follow initial anchoring with back and forth 
passages of folds of roller gauze (folds must extend down 
over initial anchoring site) followed by wrapping again 
around anchor area AND/OR demonstrate securement with a 
triangular bandage/cravat. 

Secure end of bandaging material. 
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Lesson 16 
Skills Checklist 



LACERATION OF NECK/SHOULDER/HIP 



TIME 



Laceration of Neck/Shoulder/Hip 

Observe appropriate universal precautions, 

Expose and examine the wound, 

Select proper dressing (consider occlusive for deep 

lacerations to the neck) . 

Place the dressing over the wound, 

Secure the dressing wit'.i a bandage. 

Secure end of bandage. 

Splint supporting structures as necessary. 
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EMT-A Course 



Lesson 16 
Skills Checklist 



THORACIC INJURIES - OPEN 



TIME 



Thoracic Injuries - Open 

Observe appropriate universal precautions. 

Expose and examine (check for entrance and exit wounds) 

Auscultate for lung sounds. 



Manually seal wound as patient exhales. 

Select occlusive dressing approximately 2" larger than 
wound (e.g., petroleum gauze, plastic wrap, aluminum foil). 

Replace manual seal with occlusive dressing as patient 
exhales . 

Seal three sides of occlusive dressing witn tape 
(preferably nonporous) , alteimative is to ask patient to 
forcibly exhale and tape down fourth side. 

If patient condition worsens and there is evidence of a 
developing tension pneumothorax, consider releasing the- 
fourth side, ask patient to forcibly exhale again and 
retape . 

Consider transporting patient on affected side with high 
flow O2 (use bag-valve-mask, if necessary to assist). 
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EMT-A Course 

Lesson 15 
Skills Checklist 

FLAIL CHEST 



Flail Chest 



Observe appropriate universal precautions. 

Expose and examine injury site. 
^'Auscultate lung sounds. 

Manually stabilize flailed segment as patient exhales 
(using hand to splint flailed area to surrounding intact 
thoracic elements . ) 

Select and prepare splinting material. 

Folded towel or bulky dressings to injury site OR 

Small pillow to injury site. 

Secure splinting material during exhalation. 

Tape 6" beyond borders of suspect injury site (usually 

three or four strips) OR 
Have patient hold to site manually OR 

Use three or more cravats (being careful not to impair 

respirations) . 

Consider transporting patient on affected side. 

Consider transporting patient on affected side with high 
flow G7 (use bag-valve-mask to assist ventilations, if 
necessary) . 
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EMT-A Course 

Lesson 16 
Skills Checklist 

ABDOMINAL EVISCERATION 



Abdominal Evisceration 

Observe appropriate universal precautions . 

Expose and examine wound. 



Select appropriate dressing (at least 2" larger than 

affected area. 

Moisten dressing v ith sterile 0.9% saline solution. 

Place moistened dressing gently over wound (do not attempt 

to replace eviscerated contents back into abdominal cavity) . 

Some area protocols may call' for EMT-A to skip moisten dressing. 

Cover dressing with occlusive dressing (plastic wrap or foil) 

Secure edges of occlusive dressing with tape. 

Avoid heat loss from affected area. 
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EMT-A Course 

Lesson 21 
Skills Checklist 

NORMAL EMERGENCY DELIVERY 
(Optional) 



Assess stage of labor. 

Place mother on bed, sturdy table or ambulance stretcher (surface should 
be firm, put plywood in bed, soften with newspapers and sheet if too 
hard). 

Position mother on back, thighs spread, knees flexed and feet flat (fold 
sheet or blanket under buttocks, 2 inches off surface). Two feet, of 
table beyond buttocks. (Head should be elevated.) 

Someone should be positioned at mother's head to reassure her (grip 
hand). EMT-A at right of mother if right handed (left side, if left 
handed) . 

Position delivery pack on table or chair close (not so close that • 
contamination may occur) . 
Open 0. B. pack. 

Wash hands, put on sterile gloves. 

Unfold first sterile towel, position under patient's buttock (DO NOT 
CONTAMINATE) . 

Place next towel on structure between patient's legs just below vaginal 
opening . 

Place third towel on patient's abdomen. Drape thighs. 
Stand to observe. Encourage relaxation between contractions (slow 
rhythmic breathing - in nose and out mouth decreases hyperventilation) . 
As head appears (during contraction), place right hand (right handed) on 
head (fingers even), exert gentle pressure. Allows head to come out 
slowly. Do not touch mother's skin. 

When head is born, look and feel to make sure umbilical cord not wrapped 
around neck. If wrapped tightly, clamp with two clamps and then cut 
between clamps. If loose, carefully reposition the cord. 
When baby is born face down, it will commonly turn to one thigh or the 
other. Move right hand (right handed) under head and support as rest of 
body delivered. 

Pick up bulb syringe, depress and place in mouth to suction mucous and 
water from baby's mouth. Expel contents on tow^sl on mother's abdomen 
(2-3 times) . 

As abdomen and hips are born, place other hand under that part of body as 
two hands holding (remember, baby is slippery). 

Place baby on table or bed on baby's side, with head slightly lower 
(allows for drainage) . 

Take gauze, wipe blood mucous from baby's mouth and nose. Suction gently 

with bulb syringe. 

Place baby on sterile sheet. 

Procedure for cutting cord (if the service's medical director has 
determined it should be cut in the field) . 

A. Clamp cord with two clamps midway between mother and baby - 3 inches 
apart . 

B. Using sterile scissors, cut cord between clamps. 

C. Using umbilical tape from pack, tie cord (square knot) about one inch 
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from clamp (leave both clamp and cord on). 
D. Wrap baby in towel (kee2_warm) . give to assistant. 
Placenta should then be delivered (15-30 minutes). Keep intact and 
transport with baby and mother. Cord will be cut upon arrival at 
facility, if not done in field. 

Place sterile pad over vaginal area, lower mother's legs and support 
together. 

Record delivery time, transport mother, baby and placenta to hospita 
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EHT-A Course ■ 

Lesson 25 
Skills Checklist 

IMPROVED LOG ROLL 



TIME 



Improved Log Roll 

Observe appropriate universal precautions, 

Manual stabilization, in-line, of patient's head is provided by 

EMT #1, 



EMT #2 kneels at patient's side (mid-torso) with backboard next 
to patient's other side. 

Patient's arms are brought in alongside his/her body with palms 
touching patient's side; patient's legs are placed in anatomical 
position. 

EMT #3 kneels at patient's knees on same side as EMT #2. 

EMT #2 locks patient's elbow again'^t the body to splint both 
sides of patient's body. 

EMT #3 places his/her hand across patient in the area of the 
flank/buttock (on the side opposite the one they are kneeling 
on) in a position to assist in turning the patient's legs. 

EMT #1 gives the command to turn the patient on "3", then 
directs the count. 

As patient turns, EMT #2 moves hand splinting near-side and 
moves it to support torso as body turns over near side arm. 

Board is held up against patient's back with the bottom of the 
board positioned at a level above the patient's knees by EMT #4, 

EMT #1 directs all to lower patient and backboard as a unit to 
the ground. 

EMT #1 directs all to assist in sliding patient up and fully on 
the backboard in one uniform diagonal- type motion while all 
grasp patient bilaterally. 

Proper padding and side support are applied around patient's 
head as patient is secured to the backboard. 
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EMT-A Course 



Lesson 25 
Skills Checklist 



TRANSFERRING PATIENT FROM BED TO STRETCHER 
Direct Carry, Draw Sheet, Slide Transfer 



TIME 

Prepare Stretcher 

Assess patient condition. 

Elevate stretcher to correct position. 

Unfasten safety straps. Tuck under mattress. 

Remove blankets and top sheet. Place in clean place. Correctly 

position pillow. 

Direct Carry Method (2-3 EMT-A' s depending on size) 

Position stretcher at 90° angle to bed. Ideally, head of 

stretcher should be at foot of bed (lock). 
Cover patient with stretcher top sheet. Remove bedding without 

exposing patient. 

Place patient in supine position with arms folded across chest, 

legs together. 

Stand facing the patient on patient's left side. Head EMT-A 

slides right arm under patient's neck cupping patient's 

shoulder, left hand under small of patient's back. 

Second EMT-A left hand under edge of patient's left hip (lift 

slightly). Right arm under patient's hips at area of sacrum 

(may interlock with first EMT-A) . 

OPTIONAL: Third EMT-A under buttocks and legs. . 

At command of head end EMT-A, patient is slid toward EMT-A 's 

until reaching the edge of bed. (Keep patient straight at all 
times) . 

Both EMT-A' s bend knees, slightly stoop, curl patient toward 

your chest (patient now cradled in flexed arms). 
Keep your backs rigid. At command of head EMT-A both return to 

standing position. Take one step backward to move patient 

parallel to stretcher. 
At command, head EMT-A steps backward, foot EMT-A moves forward 

slowly and both walk to stretcher. 
Flex knees, gently lower patient to mattress. 

: Modification for Transfer to Floor Level Stretcher 

Stop one step from stretcher. Place left foot forward and bend 

right knee to floor. 

Move forward and place patient gently on mattress. Back EMT-A 

slides arms from under patient's back and legs. Head EMT-A with 
left hand gently raises patient's head, slides right arm out. 

: Transferring by Draw Sheet 

Cover patient with stretcher sheet and remove other top bedding. 

Completely loosen bottom sheet of the bed. Roll both sides of 

draw sheet toward the patient. 
Place stretcher (with sides of bed and stretcher lowered) 

parallel to and touching the side of bed. 
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Position patient supine with arms folded across his/her chest. 
Using draw sheet, pull patient to side of bed. 
Head positioned EMT-A leans over stretcher, slides right hand 
under patient's head, other grasps draw sheet. Foot positioned 
EMT-A slides left hand under patient's knees and grasps draw 
sheet, both lean against stretcher to stabilize. 
Simultaneously, both EMT-A' s draw patient into stretcher. 



Slide Transfer (Variation of Draw Sheet) 

Cover patient with stretcher sheet. Remove other top bedding. 

Position patient and stretcher as in draw sheet transfer. 

Position arms. Head EMT-A' s right arm under neck/ shoulders , . 

support with left hand. Foot EMT-A' s right hand under buttocks, 

near small of back, left hand under buttocks near thigh, 
Both simultaneously slide the patient to stretcher xi/ith upward 

drawing motion. 

Ground Level Transfer to Stretcher 

Cover patient. Position stretcher parallel as close as possible 

to patient. Lock stretcher. 

All EMT-A' s who are assisting would drop to one knee and 
position hands, arms (as in bed to stretcher transfer). 

Simultaneously lift the patient, keeping patient's body straight 

and your back straight. Move to standing position using your 
leg muscles . 

At command of head EMT-A, move to stretcher and carefully place 

patient on center of stretcher. 

Positioning of the Patient on Stretcher 

Position patient on back with head on pillow, fold arms across 
chest . 

Cover the patient with blanket (cuff blankets under patient). 

Be sure head is covered when weather necessitates. 
Lock side rails and fasten body straps. 
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EMT-A Course 

Lesson 26 
Skills Checklist 

HALF -BACKBOARD IMMOBILIZATION 

TIME 

Half -Backboard Immobilization 



Observe appropriate universal precautions. 



EMT #1 maintains cervical spinal immobilization. 



EMT #2 completes secondary assessment including extremity 
neurovascular checks (pulse, cap refill, movement, sensation) . 

EMT #3 selects the proper size of C-Collar and applies it with 
assistance as necessary. 

EMT #3 readies half -board (KED) for insertion into vehicle. 



with coordination from EMT #1 and #2 (providing support for 

C- Spine, with #2 placing arm diagonally across patient's chest 
to support patient's trunk) patient is brought forward as a unit 
to allow room for placement of KED. 

KED is positioned properly as patient is brought back into it as 

a unit, with KED positioned snugly up into patient's auxiliary 
areas . 

Straps are secured according to manufacturer's recommendations, 
typically 

Middle torso strap 

Bottom torso strap 

Each leg strap 

Then snug the above 

Secure the head after filling space behind the head and 

neck with padding 

Head strap 

Chin strap 

Fasten and snug top chest strap. 

Optional: Use cravats to tie over- the -clavicle straps, securing them 
to the lifting straps on the back of the KED 

Reassess patient's neurovascular status. 
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EMT-A Course 

Lesson 26 
Skills Checklist 

RAPID EXTRICATION 



Scenario : Patient is sitting in car seat (or chair if car is not available). 
Students are told that the patient has been assessed and is critical. 

Equipment : 1 live model 

1 automobile (ideal) or 4 armless chairs 
1 Philadelphia collar 
1 long backboard 



TIME 

_: Rapid Extrication 

EMT #1 takes in-line support from behind patient ("back seat"), 
and collar is applied. 

EMT #2 approaches patient from passenger seat. EMT #3 positions 

backboard on seat from driver's side of car (outside). 

EMT ^4 assumes manual in-line support from the side (as if 

reaching in through open car door) and must provide support of 
thorax. A cross-chest shoulder "hug" works well. 

EMT ^2 places hands under patient's knees and with EMT #4 
rotates patient's back toward open door until feet strike side 
of car seat . 

EMT #4 lowers patient's torso to board as EMT #2 raises 
patient's legs. 

Patient is pulled halfway along backboard. 

EMTs adjust position (without release manual support) . Pull 
patient completely onto board. 

Instructor then verbalizes that board would be carried to 
waiting ambulance cot and patient would be immobilized on 
backboard. 
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EHT-A Course 



Lesson 26 
Skills Checklist 



spinal' stabilization and helmet removal 



Equipment : 1 long backboard 



4 straps (or 12 cravats) 
3 rigid cervical collars (various adult sizes) 
1 head inunobilization device or equivalent (adult) 
1 heavy blanket 
3 cravats 

1 roll of two- inch tape 

1 helmet (football, motorcycle, etc.) 

1 victim (adult) 



Spinal Stabilization and Helmet Removal 

Immobilize a patient's cervical spine in the in-line neutral 

position. 

Measure and patient for a rigid cervical collar of appropriate 

size, and apply it to a simulated trauma patient. 

Rapidly immobilize a simulated trauma patient onto a long 
backboard in the standing position and bring that patient safely 
to a supine position. 

Perform an "improved logroll" of a simulated trauma patient onto 
a long backboard. 

Remove a helmet from a simulated trauma patient with a suspected 
cervical spine injury. 



TIME 
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Need More Practice 



Instructor's Name 
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EKT-A Course 

Lesson 26 
Skills Checklist 

LONG BACKBOARD APPLICATION ON AN UNSTABLE STANDING PATIENT 



Scenario: The patient is found standing upright and complains of neck pain, 
headache and lightheadedness. The patient had been walking and was struck by 
a bicycle. Upon examination, no further injuries are found. The patient does 
not know if he lost consciousness at any time during the incident but 
complains of feeling extremely faint before the end of the examination. 



TIME 



Long Backboard Application on an Unstable Standing Patient 

Upon learning of the patient's primary complaint of neck pain, 

EMT #1 takes manual support of the head and immobilizes the 
patient's cervical spine in a neutral in-line position. The 
student explains the procedure to the patient as stabilization 
is provided. 

If the student is standing in front of the patient, 
immobilization should be obtained immediately by placement of 
the hands on both sides of the patient's mandible with support 
of the head. 



EMT #2 measures the patient's neck and applies an appropriate 
If stabilization has been initiated from the anterior position, 
EMT #2 takes stabilization from EMT #1 following placement of 
the collar. 

EMT #3 angles the long backboard behind the patient without 
causing loss of manual in-line stabilization. 

EMTs f=l and =3 now position themselves on either side of the 
patient facing toward EMT #2. They take the long backboard hand 
hold closest to the patient's axilla, using their nearest (to 
the patient) hands. 

EMTs ^?1 and f=3 place their other (outside) hands on the 
patient's shoulders. This hand placement must restrain any 
superior movement while, at the same time, hold the patient 
firmly to the board. 

Upon determining that everyone on the team is ready and on 
command from EMT #2, the long backboard is lowered to the floor. 
The weight of the long backboard and patient is supported 
by EMTs #1 and #3 with their inside arms while the patient 
is held to the board by their outside arms. EMTs #1 and #3 
must take a step forward while the board is being lowered 
to compensate for the arc of the board as it is pivoted 
downward. 
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The EHT #2 is posterior to the patient, the hands must be 
rotated halfway through the lowering of the board. 
EMT #2 must take a step backward at the same time while 
rotating the hands on the patient's head to maintain 
stabilization. This maneuver is the same as maintaining 
stabilization in the rapid takedown procedure. 

If available, a fourth person can be utilized to foot the 

bottom of the long backboard providing greater stability 
during the move to the ground 

Students will then complete all necessary evaluation, treatment 
and immobilization. 

A fully immobilized adult manikin is provided for demonstration. 
The instructor reviews the process and rationale for full 
immobilization. 

The torso and head are immobilized to the board in that 

order . . . - 

The board is lowered, and adjustment of the immobilization 

is done if necessary. 
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Lesson 26 
Skills Checklist 

"IMPROVED LOG ROLL" TO BACKBOARD 

Scenario : The patient is on his back on the ground in the position in which 
he fell. The primary survey has been completed. The patient is not critical, 
and there is the potential for a spinal cord injury. 

TIME 

: "Improved, Log Roll" to Backboard 

EMT #1 (at head) will provide manual in-line cervical 

stabilization. A proper rigid cervical collar is applied. EMT 
#2 will place the long backboard next to the patient. EHT #3 
kneels at the pacient's mid- thorax position on opposite side 
from board and moves the patient's limbs into in-line anatomical 
position while checking for injuries. 

^ EMT #2 will kneel at the patient's upper legs on the side 

opposite from board. EMT #3 (at chest) will make sure that the 
patient's arm which is closest to the student is free of injury. 

EMT #2 (at legs) will gather the patient's slacks (or hold legs) 

in hand closest to patient's feet. He/she will place other hand 
(arm across patient's lower abdomen) around patient and partly 
under the buttock. 

EMT #3 will hold the patient's arms tightly against the 

patient's body with patient's palms against patient's body and 
v;ith the elbows "locked." With each hand he/she will press each 
of the patient's elbows toward the patient's midline. With the 
fingers that surround the far arm, he/she will also get a grip 
on the patient's clothing. PATIENT IS NOW READY TO BE ROLLED. 

EMT #1 will give the commands for movement. Patient is rolled 
toward the EMTs until on the side. During the roil, the head 
and legs must be kept in a neutral position. (NOTE: As the 
patient's weight shifts, EMT #3 should withdraw his/lier hand 
from under the patient and use that hand to help with the roll). 
EMTs will place the board next to the patient's back or 
alongside him on the ground. 

EMTs will roll the patient onto the long backboard, and the 

board is lowered to the ground. 

Comment: Instructor should ask students to rate how well the patient moved as 
a single unit. Point out that this method is suggested if a spine non-boarded 
patient begins to vomit. 
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EMT-A Course 

Lesson 26 
Skills Checklist 

HElilET REMOVAL 



Scenario : The victim has a possible cervical spine injury indicated from the 
mechanism of injury motorcycle , football, etc.)- He is wearing a helmet. No 
significant findings are present, and the patient is supine. 



TIME 

Helmet Removal 



EMT #1 will immobilize the helmet with manual in-line 
stabilization from above the patient's head. 

EMT #2 will remove the chin strap, face piece, nose guards, 
etc.» while maintaining stabilization. 

EMT #2 will then place one hand on the patient's mandible with 
the thumb on one side and the long and index fingers on the 
opposite side. The other hand will be placed behind the 
patient's neck, and pressure is applied to the occipital region. 
This maneuver transfers support of the head from EMT #1 to the 
EMT #2. 

EMT #1 will spread the helmet and rotate it off anteriorly to 
the anatomy of the head. 

EMT #1 will then retake manual immobilization and support from 
above the patient's head keeping the head in a neutral in-line 
position. 

EMT #2 will apply an appropriate rigid cervical collar. 

EMT #2 will pad under the head as necessary to maintain a 
neutral in-line position. 



Student's Name Pass Need More Practice 

Instructor's Name Date 

Copyright NAEMT. 



356 



APPENDIX B 



357 

ERIC 



Oal» of Bun I l 



mo. day y 

S«iv<c«Name 

SiviceLwl 01 FR / 
I MTI6WT INFOWMATIOW I 



IOWA PREHOSPITAL CARE REPORT 



Sewteti I I I i I L 



Q2EMT-A 



03EMT'0 



06EMT.tl 



04EMT-I OSEMT-tD 
VfTALSIQNSl "|71 [b[ 

BMpiratory Putse 
Rato Effort Raf j Qui 



07EMT.P 



M«dic«IR«cortii 

J Vehicle i 

99 Other 



. Dispatch i. 



Tmuma Patient ID i I 

lot T5t 



» ' ' » 



Finn 



City 




SUte 


Zip 


Aoe 


DOB 1 1 


1 1 1 1 1 


Sex:M F 




mo 


day yr 





m [d] 



Time 



1 Nof 
0 Abn 
0 Ab$ 



1 NOf 
0 ADn 
0 Abs 



1 Nor 
0 Abn 
0 Ab9 




OReg 

OIrr 



0 Reg 

0 irr 



Cap Ref Eye 



2 Nor 
1 Del 
0 Abs 



2 Nor 
1 Del 
0 Abs 



2 Nor 
1 Dei 
0 Abs 



Trauma 

SC0fB« 



Lung Sounds . 



Skin Color/Temp/Moisi 
Pupils 



jME5ieAiJEWT[ 



WAftftATIVe I 



1 SIGNS « SYMPTOMS Ui 






Reported \<oV! 
Time of Onset: N> X 




01 Alcohol Odor 


A 


B 


C 


D 


E 


F 


G 


Q^aatwvlofiil 


A 


B 


C 


D 


E 


F 


G 


03 Bleeding 


A 


B 


c 


D 


E 


F 


G 


04 Cwdlac Afreet 


A 


B 


c 


D 


E 


F 


G 


05 Convulsion 


A 


a 


c 


D 


E 


F 


G 


OeOlaphofetlc 


A 


B 


c 


D 


E 


F 


G 


07 Dizziness 


A 


B 


c 


D 


E 


F 


G 


Dyspnea 


A 


B 


c 


D 


E 


F 


G 


i ^aintlng 


A 


B 


c 


D 


E 


F 


G 




A 


B 


c 


D 


E 


F 


Q 


11 Nausea 


A 


B 


c 


D 


E 


F 


G 


12 NOn AmbulatofV 


A 


B 


c 


D 


E 


F 


G 


13 NumWinghng 


A 


B 


c 


D 


E 


F 


G 


14 Pain 


A 


B 


c 


D 


E 


F 


G 


15 Paralysis 


A 


B 


c 


D 


E 


F 


G 


16 Reap. Arreet 


A 


B 


c 


D 


E 


F 


G 


17 Shock 


A 


B 


c 


D 


E 


F 


G 


ISVomtttng 


A 


B 


c 


D 


E 


F 


G 


99 Other 


A 


B 


c 


D 


E 


F 


G 


1 TREATMENT (TX) | 

01 Airway Cleared 

02 Airway Adjunct . 

type 

03 Bleed Cor^trol 



04 Cervk^al Collar 

05 Cokj Applied 

06 CPR (time be^an) 

07 Dressing Applied 

06 Elevation 

09 Heat Applied 
lOlrrKiatton 



11 MAST Applied 

12 MAST Inflated 

13 OB Aaalat 

140. LPMvia 

15Po*aonTX 



16 Ptychok)Oicat Support 

17 Restraints Used 
J[8 Scoop Stnitcher 

Spineboaid Long 
apmeboard-Shorl 

SpHnt 

Other 

00 Transport Only/No TX 



t^rpe 



type 



ASSESSED CONOITION 



ASSESSED INJURY 



01 Allergic Reactk>n 

02 Behavk>ral/OD 

03 Cancer 

04 Cardiac 

05 Cardk>/Resp 

06 Diabetes 

07 Exposure— CoW 

08 Exposum^Heat 

09 GI/QU 

10 Neonate 

11 Neuro/Seizure 

12 QB/GYN 

13 Poison 

14 Respiratory 

15 Trauma 

16 Vascular/Stroke 
99 Oth er 

TIME I 




Serv Noti 
Time Out 
At Scene 
Dep Scene 
At Dest 
In Serv 
At Base 



Time 



01 Head 



02F«ca€ye 



03 Neck / C Spine 



04 Cheat 



05 Abdomen 



06PeM«/Hlp 



07 Back/Spine 



06 Upper Extremity 



09 Lower Extremity 



#Mlnule» 



LOCATION i 



Lights 



Siren 



Scheduled Run 
Y N 



Case Severity 



ACmtcai 
B Moderate 



C 

DDOA 



A interstate 
BUS^t Hwy 
CCoRoad 
D Street 
E Fami 
FResWence 



[ County No[ 

^PuWFBWg 
H Hoepital i L 
J Nursing Home i L 
K Dr Off/Clinic i L 
L Recreation 
Z Other 



J L 



J L 



J L. 



Akl Requested By: 



01 Citizen 

02 Dispatcher 

03 Family 

04 Fire Dept 

05 Law Enforcement 

06 Med Personnel 

07 Patient 
88 UrtkfKMvn 

99 Other 



AM Provtded By Others? 



Y N 

01 Citizen _ 

02 Fire _ „. 

03FR 

04LewEnf 
OSMedPers 



TX Number 



DtSPOSfTION I 



CAUSE OF INJuRyI 



01 Assault/Batt 

02 Bicycle 

03 Chemical 

04 Electncal 

05 Fall 

06 FlreCxpk>s 

07 Gun/Knife 
00 Moped 

09 Motor Veh 

10 Motorcycle 

11 Rail/Air 

12 Sports/Rec 

13 Veh/Ped 

14 Water Acc 
99 Other 



MILEAQEI 



Erxling 
Beginning 
Run Total 
To Scene 



J LJ 



I I t I To Dest ^ < ' i 



Pt Used Seatbelt 
Pt Used Helmet 

Extncation Req. 



U N/A 
U N/A 
U N/A 



I Coun ty No] 



A Hospital i L 

B Nursing Home i L 
C Dr Off/Clink: i L 
D Amtxilance i L 
Pt Released to 



_1 L 



J L. 



E BesMence 

F Rehised Transport 
Z Other 



J I L 



HeepHal Dectoed By: 1 



PERSONNELf 



A Patient 
B Family 



C Physician 
D Locatkm 



E Medical Direction 
F Servk:e 



G Trauma Cnteria 
ZOther 



Title/Oert i 



Driver 



Attendant . 



Attendant 



Attendant 



Report Completed By 

Report Completed On I 
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ERIC 
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ORIGINAL 
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Q Check It AL8 was pmvkSed 



Datt of Run L 



I J i ■ t 



IOWA PREHOSPITAL CARE REPORT 



S«fv)c«Nam« 



Sorvici* L 



JL 



Sfvice Uv6l 



01 FR 



02EMTA 



03EMT.D 



04EMT^ 



06EMTID 



06EMT>II 07EMTP 



Medical Record • 

J Vehteltt 

99 Other 

— ir 



.DItpttchi. 



Traume Pettefit lDi I L 



■ ■ ' 



I FATIEHTIHFOWMATIOWT 







Ml 


(omeAddfM* 


SirMURFD 




aty 


SUM 




Ag« DOR 


1.1,1,1 


Sex: M F 




mo dty yr 




Ptiysicien<t) 



Respiratory 




Lurg Sounds . 



Skin Cotorn'emp/Moist 
Pupils 



■IDHEjMI 




Reported 



01 Alcohol Odor 


A 


6 


C 


D 


E 


F 


G 


OSBetwvKMal 


A 


B 


C 


D 


E 


F 


G 


03BI«ed(no 


A 


B 


C 


D 


E 


F 


G 


04 Cwtftoc Afreet 


A 


B 


C 


D 


£ 


F 


G 


05 Convulsion 


A 


B 


C 


D 


E 


F 


G 


06 Di«p«K>f9tic 


A 


3 


c 


D 


E 


F 


G 


07 Dizziness 


A 


B 


c 


D 


E 


F 


G 


Dyspnea 


A 


B 


c 


D 


E 


F 


G 


m ^aintlng 


A 


B 


c 


D 


E 


F 


G 


^. J Payer 


A 


B 


c 


D 


E 


F 


G 


11 Nausea 


A 


B 


c 


D 


E 


F 


G 


12 Ambolatofy 


A 


B 


c 


D 


E 


F 


G 


13 NumtVTingling 


A 


B 


c 


D 


E 


F 


G 


UPairt 


A 


B 


c 


D 


E 


F 


G 


15 Paralysis 


A 


B 


c 


D 


E 


F 


G 


16 Resp. Arrest 


A 


B 


c 


D 


E 


? 


G 


17ShocK 


A 


B 


c 


D 


E 


F 


G 


18VomHing 


A 


B 


c 


D 


E 


F 


G 


99 Other 


A 


B 


c 


D 


E 


F 


G 



01 Airway Cleared 

02 Airway Adjunct 



type 



03 Bieed Control 

04 Cervical Collar 

05 Cold Applied 
06CPR (time began) 
07 Dressing Apphed 

06 Elevation 

09 Heat Applied 

10 Irrigation 



11 MAST Applied 

12 MAST Inflated 

13 OB Assist 

140> LPMvie 

15 Poison TX ^ 

16 Psychological Supped 

17 Restraints Used 
IB Scoop Stretcher 

Spinetx>ardLong 
^neboerd-Shorl 

I Splint 

Other 

00 Transport Only/No TX 



typ« 



typ« 



ASSESSED CONDfTION 



01 Allergic Reaction 

02 BehavioralX)D 

03 Cancer 

04 Cardiac 

05 Cardio/Resp 

06 Diabetes 

07 Exposure— Cold 
06 Exposure^ Heat 

09 Gl/GU 

10 Neonate 

11 Neuro/Seizure 

12 OB/GYN 

13 Poison 

14 Respiratory 

15 Trauma 

16 Vascular/Stroke 
99 Other 



TIME I 



Serv Noti 
Time Out 
At Scene 
Dep Scene 
At Dest 
In Sen^ 
At Base 



Time 



ASSESSED INJURY 



01 Head 




Q2Fao^ye 



□□□□□□□□□□□□□□□ 



03 Neck / C Spine 


□ 


B 


B 


□ 


11 


g 


B 


H 


D 


□ 


D 


M 


N 


□ 


□ 


04 Chest 


A 


B 


C 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


Z 


05 AlxJomen 


A 


B 


C 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


z 


06Pelvia/Klp 


A 


B 


c 


0 


E 


F 


0 


H 


J 


K 


t 


M 


N 


P 


z 


07 Back/Spinc 


A 


B 


c 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


z 


06 Upper Extremity 


A 


B 


c 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


z 


09 Lower Extremity 


A 


B 


c 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


2 



iMInutet 



LOCATION I 



Stren 



\ County NoT 



Scheduled Run 
Y N 



Case Severity 



D - 



A Cfltteal C Mnnr 
B Moderate 0 DOA 



A Interstate 
B US/St Hwy 
CCoRoad 
D Street 
E Farm 
F ResMence 



GPut)licBklg 
H Hospital i 



L 



J Nur8ir>g Home i L 
K Of Off/ClInk: i L 
L Recreation 
Z Other 



J L. 



J L. 



MILEAQEI 



CAUSE OF INJURY! 


01 


Assault/Batt 


02 


Bicycle 


03 


Chemical 


04 


Electrical 


05 


Fall 


06 


Flre/Expk>s 


07 


Gun/Knife 


06 


Moped 


09 


Motor Veh 


10 


Motorcycte 


11 


Rail/Air 


12 


Sports/Rec 


13 


Vehff>ed 


14 


Water Acc 


99 


Other 



Ending I I L 



J.D 



Beginning L 
Run Total 
To Scene 1 



_L 



1 > I i i 
1 . i i i 
To Dest ill! 



Pt Used Seatbelt 
Pt Used Helmet 
Extrication Req. 



U N/A 
U N/A 
U N/A 



DISPOSmON I 



iCounty No I 



A Hospital ff L 

B Nuraing Home f L 

C Or Off/Clink: i L 

D Ambulance i L 
Pt Released to 



J L 



J L 



E Resktence 

F Refused Transport 
Z Other 



AM Requeeted By: 



01 Citizen 

02 Dispatctwr 

03 Family 

04 Fire Oept 

05 Law Enforcement 

06 Med Personnel 

07 Patient 
66 Unknown 

99 Other 



Aid PTDvtded By Otwe? 



Y N 
01 Citizen 

02Fire 

03FR . . . 

04LawEnf 

05MedPers 



TX Number 



HospHal Decked By. 1 



►ERSONNELI 



A Patient 
B Family 



C Physician 
D LocatkHi 



E Medk:al Direction 
F Senrlce 



G Trauma Criteria 
ZOther 



TitleCeiti 



Driver 



Attendant . 



Attend«)t . 



Attendtfit . 



Report Completed By 
Report Completed On I l 



J I L. 
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Q Check If ALS was pfDvkM 



m 

D«t« of Run i L 



I I 1 



S«fvte«Nam« 



IOWA PREHOSPITAL CARE REPORT 

I . I 



Medical nacordf 



$<fvtoeUv»i 01 FR 
I PAmm IHFORMATtON | 



02EMT-A 



03EMT-D 







Ml 




StrMl/RFD 




aty 


Slat* 




A9A DOB 


i . 1 . i . 1 


Sex:M F 




mo dty yr. 




Pnyiicl«i<s) 




Lung Sounds 

SHin Color/Temp/Moist 
PupHs 



NARRATIVE I 



I SIGNS * SYMPTOMS Ui ii 



Reported \<X<^i;^^ 
Time ol Onset: V^\6vP \ 


w 




vv 


0 


01 Alcohol Odor 


A 


B 


C 


D 


E 


F 


G 


Bitwvlofal 


A 


B 


c 


D 


E 


F 


6 


03 BiMdtng 


A 


B 


c 


D 


E 


F 


G 


MCvdlicAfrMt 


A 


B 


C 


D 


E 


F 


Q 


05 Convulsion 


A 


B 


c 


D 


E 


F 


G 


06 Otephofstic 


A 


B 


c 


D 


E 


F 


G 


07 Dizziness 


A 


B 


c 


D 


E 


F 


G 




A 


B 


c 


0 


E 


F 


G 


^ •atnting 


A 


B 


c 


D 


E 


F 


G 




A 


B 


c 


D 


E 


F 


G 


11 Nausea 


A 


B 


c 


D 


E 


F 


G 


12 NOn Ambulatory 


A 


6 


c 


D 


E 


F 


G 


13 Numt/ringling 


A 


B 


c 


D 


E 


F 


G 


t4Pain 


A 


B 


c 


D 


E 


F 


G 


15 Paralysis 


A 


B 


c 


D 


E 


F 


G 


16 RMp. Arraet 


A 


B 


c 


D 


E 


F 


G 


17 Shock 


A 


B 


c 


D 


E 


F 


G 


18 VomHk>g 


A 


B 


c 


D 


E 


F 


G 


99 Other 


A 


B 


c 


D 


E 


F 


G 



01 Ainway Cleared 

02 Airway Adjunct 

03 Bleed Control 

04 Cervical Collar 

05 Cold Applied 

06 CPR ^ime began) 

07 Dressing Applied 

08 Elevation 



type 
method 



09 Heat Applied 

10 Irrigation 



11 MAST Applied 

12 MAST Inflated _ _ 

13 OB Aasist 

14 Ot LPMvia 

ISPoisooTX 



16 Ptychologicai Support 

17 Restraints Used 

18 Scoop Stretcher 
SpinetXMnlLong 
ipineboard-Short 

•SpMnt ^ 

JOthw 

00 Transport Only/No TX 



type 



type 



ASSESSED CONOmON 



01 Allergic Reaction 

02 Behaviorat/OD 

03 Cancer - 

04 Cardiac 

05 Candio/Resp 

06 Diabetes 

07 Exposore—CokJ 
06 Exposure— Heat 

09 QUGU 

10 Neonate 

11 Neuro/Seizure 

12 OB/GYN 

13 Poison 

14 Respiralory 

15 Trauma 

16 Vascular/StroKe 
99 Other 



TIME I 



Serv Noti 
Time Out 
At Scene 
Dep Scene 
At Dest 
In Serv 
At Base 



ASSESSED INJURY 




01 Head 



02Fac«i€ye 



03 Neck / C Spine 



04 Chest 



05 Abdomen 



06 Petvls/HIp 



07 Back/Spine 



08 Up «r Extremity 



09 Lower Extremity 



Time 



»Mlnutet 



Itahts 



Siren 



Scheduled Run 
Y N 



LOCATION I 



I CoMnty Nof 



E -F 



Case Sevedtv 



Ending 
Beginning 
Run Total 
To Scene L 



CAUSE OF INJURY! 


01 


Assauit/Batt 


02 


Bicycle 


03 


Chemical 


04 


Electrical 


05 


Fall 


06 


Fire/Explos 


07 


QurVKnife 


06 


Moped 


09 


Motor Veh 


10 


Motorcycle 


11 


Rait/Air 


12 


Sports/Rec 


13 


Veh/Ped 


14 


Water Acc 


99 


Other 



ACritk:«l 
BMoctarate 



C Minor 
DOOA 



A Interstate 
B US/St Hwy 
CCoRoad 
D Street 
E Farm 
F Residence 



G Public Bkjg 
H Hospital « 
J Nursing Home W 
K Dr Off/Clinic « 
L Recreation 
Z Other 



J L 



L_L. 



J L 



DISPOSITION 1 



ToDesti t » 



Pt Used Seatbelt Y N 
Pt Used Helmet Y N 
Extrication Reg. Y N 
I Cou n ty No | 



U N/A 
U N/A 
U N/A 



A Hospital • 
B Nursing Home • 
C Dr Otf/Cllnlb • 
D Ambulance • 
Pt Released to 



J L 



£ Resldsncs 

F Rsfussd Tmnsport 

2 Other 



_1 L. 



AM Requesled By: 



01 Citizen 

02 Dispatcher 

03 Family 

04 Fire Dept 

05 Law Enforcement 

06 Med Personnel 

07 Patient 
88 Unknown 

99 Other 



Aid Pmv*d»d By Ot<im7 



Y N 

01 Citizen 

02 Fire 

03 FR 

04 Law Enl 
05MedPer5 



TX Number 



Hoepital Decided By: j 



PERSONNEL!" 



A Patient 
B Family 



C Physician 
D Location 



E Medicat Direction 
F Service 



G Trauma Criteria 
Z Other 



TItlaCert • 



Driver 



Attendant 



Attendant 



Attendant . 



Report Completed By 
Report Completed On L 



L_i_ 



<i«y 
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Q Check If ALS wi« provWsd 



D«t« Of Run I L 



S«ivic«N«n€ 

Sfvica Levet 



01 FR 

r PATIENT INFORKATtONT 



02EMTA 



03EMT-D 



'Ml Nam* 


Rf»t 


Ml 




StrMt^FD 






Stalt 


Zip 


Ag« DOB 


1,1,1,1 


S«x:M F 




mo. <iay yr 





iOWA PREHOSPITAL CARE REPORT 

M0d4c«l Record* 

Swvlcei L1-..I L.Li. J Vthictei 

06 EMT-ID 06 EM T^I 07EMTP 99 Other 



. Di«p«tchi 



04EMT^ 
VfTALStQNSi m 



Time 



Rate 



Retpiratofy 



Effort 



1 Nor 
0 Abn 
0 At>s 



1 Nor 
0 Abn 
0 Abs 



1 Nof 
0 Abn 
0 Abs 



Rate 



Pulse 




0 Reg 

0 Irr 



0 Reg 

Olrr 



CapRef 



Trauma Patient ID 3 < ' » ' I 



2 Nor 
1 Del 
OAbe 



2 Nor 
1 Del 
OAfae 



2 Nor 
1 Del 
0 Abs 



Lung Sounds . 



Skin Color/Temp/Moist 
PupHs 



Trauma 

Scores 




I SIQNS A SYMPTOMS! 



Reported XA^J^^A^^ 
Time of Onset: \3^\6VP \ 




vsr 




01 Alcohol Odor 


A 


B 


C 


D 


E 


F 


G 


Q2a«hwk>f«l 


A 


6 


C 


D 


E 


F 


G 


03 Bleeding 


A 


B 


c 


D 


E 


F 


G 


M CMdIftc Afreet 


A 


B 


0 


D 


E 


F 


G 


06 Convulsion 


A 


B 


c 


D 


E 


F 


G 


OS Dtephocatic 


A 


B 


0 


D 


E 


F 


G 


07 Dizziness 


A 


B 


c 


D 


E 


F 


G 


^ Dyepnea 


A 


B 


c 


D 


E 


F 


G 


i -ainting 


A 


B 


c 


D 


E 


F 


G 


'.J Fever 


A 


B 


0 


D 


E 


F 


G 


11 Nausea 


A 


B 


c 


D 


E 


F 


G 


12 N6n Ambulatory 


A 


e 


c 


D 


E 


F 


G 


13 Numtj/Tinglmg 


A 


B 


c 


D 


E 


F 


G 


14 Pain 


A 


B 


c 


D 


E 


F 


G 


15 Paralysis 


A 


B 


c 


D 


E 


F 


G 


16 Reap. Artaet 


A 


B 


c 


0 


J 


F 


G 


17 Shock 


A 


B 


c 


D 


E 


F 


G 


16 Vomiting 


A 


B 


0 


D 


E 


F 


G 


99 Other 


A 


B 


c 


D 


E 


F 


G 



01 Ainvay Cleared 

02 Airway Adjunct 



03 Bleed Control ^ 

04 CeWical Collar 

05 Cold Applied 
06CPR{tlme began) 
07 Dressmg Applied 

00 Elevation 

00 Heat Applied 
lOlrrigatton 



type 
method 



11 MAST Applied 
12MAST Inflated 

13 OB Ataist 

14 0» LPMvIa _ 

15 Poison TX . 

16 Psychologicai Support 

17 Rattraints Used 

18 Scoop Stretcher 
Spineboard'Long 
iplneboard-Short 
SpHnt 

Mother 

00 Trantport Only/No TX 



typ« 



type 



ASSESSED COHOmON 



01 Allergic Reaction 

02 Behavioral/OD 

03 Cancer 

04 Cardiac 

05 Cardio/Resp 

06 Diabetes 

07 Exposure--Coid 
06 Exposure— Heat 

09 GI/GU 

10 Neonate 

11 Neuro/Setzure 

12 OB/GYN 

13 Poison 

14 Respiratory 

15 Trauma 

16 Vascular/StroKe 
99 Other 



TIME I 



Serv Noti 
Time Out 
At Scene 
Dep Scene 
At Dest 
In Sen^ 
At Base 



Time 



ASSESSED INJURY 




01 Head 



02Fac«/Eyt 



□□□□□□□□□□□□□□a 



03 Neck / C Spine 


□ 


B 


□ 


□ 


□ 


S 


□ 


□ 


D 


□ 


□ 


M 


N 


□ 


B 


04 Cheat 


A 


B 


C 


D 


E 


F 


Q 


H 


J 


K 


L 


M 


N 


P 


Z 


05 Abdomen 


A 


B 


C 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


Z 


06 Peivta/Htp 


A 


B 


c 


D 


E 


F 


Q 


H 


J 


K 


L 


M 


N 


P 


z 


07 Back/Sptne 


A 


B 


c 


D 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


z 


06 Upper Extremity 


A 


B 


c 


D 


E 


F 


Q 


H 


J 


K 


L 


M 


N 


P 


z 


09 LOwer Extremity 


A 


B 


c 


0 


E 


F 


G 


H 


J 


K 


L 


M 


N 


P 


z 



ffMlnutet 



Lights 



> Y 



Shan 



Scheduled Run 
Y N 



LOCATION i 



i CowHy No 



Case Savartty 



A 
A 
A 
A 

ACrfltcal 
BModtntta 



A Interstate 
B US/St Kwy 
CCoRoad 
D Street 
E Farm 
F Resktence 



G Public BUg 

H Hospital « L 

J Nursing Home 4 L 

K Dr Off/Clink: $ L 

L Recreation 

Z Other 



J U 



AM Raquasted By: 



01 Citizen 

02 Dispatcher 

03 Family 

04 Fire Dept 

05 Law Enforcement 

06 Med Personnel 

07 Patient 
68 Unknown 

99 Other 



Aid PfO¥teted By 0»wa7 



Y N 

01 Citizen _ 

02 Fire 

03 FR 

04LawEnf _ 
05 Med Pers 



TX Number 



c 

DDOA 

DtsposmoNT" 



MILEAQEi 



CAUSE OF INJURY 1 


01 


AssaulVBatt 


02 


Bk^ycie 


03 


Chemk:al 


04 


Eiectricai 


05 


Fait 


06 


Frra/Exptos 


07 


GurWKnife 


06 


Mopad 


09 


Motor Veh 


10 


Motorcycle 


11 


Rail/Air 


12 


Sport s^ec 


13 


Veh/Ped 


14 


Water Acc 


99 


Other 



Ending I 
Beginning 
Run Total 
To Scene I 



l_L 



To Peat I I ' 



Pt Used Seatbelt 


Y 


N 


U 


N/A 


Pt Uaad Helmet 


Y 


N 


U 


N/A 


Extrication Req. 


Y 


N 


U 


N/A 



iCounty NoT 



AHoapitali 

B Nursing Home i 
C Dr OffCUnk; i 
D Ambutanoai 
PtReleasedto 



E Raaklanca 

F Refused Transport 
ZOthar 



Hoapttol Deckled By 



A Patient 
B Family 



C Pftysk:ian 
D LocatkK) 



E Medk:al Directk>n 
F Sank:e 



G Trauma Criteria 
ZOthar 



PERSONNEL! 



TltlaCarti 



Driver 



Attendant . 



Atter>dant . 



Atter>dant . 



Report Completed By 



Report Completed On 1 i I i 1 



^ 488051 

ERIC 



ORIGINAL 



Q CiMekllAtSwMpmvkM 



IOWA PREHOSPITAL CARE REPORT 




IallEMIESI 




Reported \<?Vl 
Time of Onset: Vi 








V- 




01 Alcohol Odor 


A 


B 


C 


D 


E 


F 


G 


02MwkM»l 


A 


B 


C 


D 


E 


F 


G 


03 Bleeding 


A 


B 


C 


D 


E 


F 


G 


04CaR»«cAfrMt 


A 


B 


c 


D 


E 


F 


G 


05 Convulsion 


A 


B 


c 


D 


E 


F 


G 


06 Dli«)homtlc 


A 


B 


c 


D 


E 


F 


G 


07 Dizziness 


A 


B 


c 


D 


E 


F 


G 


••^Dyipnee 


A 


B 


c 


D 


E 


F 


G 


aiming 


A 


B 


c 


D 


E 


F. 


G 


..^ Fever 


A 


B 


c 


D 


E 


F 


G 


11 Nausea 


A 


B 


c 


D 


E 


F 


G 


12 H<x\ Amtxjletory 


A 


B 


c 


D 


E 


F 


G 


13 NumtyTingling 


A 


B 


c 


D 


E 


F 


G 


14 Pain 


A 


B 


c 


D 


E 


F 


G 


15 Paralysis 


A 


B 


c 


D 


E 


F 


G 


16 Reep. Aireet 


A 


B 


c 


D 


E 


F 


G 


i7Shocl( 


A 


B 


c 


D 


E 


F 


G 


18 Vomiting 


A 


B 


c 


D 


E 


F 


G 


99 0mer 


A 


B 


c 


D 


E 


F 


G 



1 TREATWENT OX) \ 

01 Airway Cleared 

02 Ainway Adjunct _ 



typo 



03 Bleed Contro! 

04 Cervical Collar 

05 Cold Applied 
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Note: AH of the following are to be carried out under the supervision of a Registered 
Nurse on that unit or the patient*s phytidan in accordance with hospital policy. 

I. Tour the Emergency Room, Intensive Care Unit, Operating Room, and Maternity Unit. 
Obtain and record at least one set of vital signs in each of the above named areas of 
the hospital. 

Vital signs include: Blood pressure. 
Puise. 

Respirations. 
Temperature. 

II. The follrwing can be completed urKler supervision when the opportunity presents 
itself. 

A. Obtain and record neurological signs (level of consciousness, pupil reaction to 
light, grip). 

B. Observe an intravenous line being started and see how it is secured in place. 

C. Observe the administration of an injection. 

D. Administer oxygen to a patiem. 

E. Accompany a patient to a specific procedure (example: X*ray, physical therapy, 
etc.) 

III. The following objectives are for the specific units indicated. 

A. Emergency Room (P.M. shift recommended) 

1 . Observe the unloading procedure of a patient from- an ambulance. 

2. Obsen/e the care given to a patient with chest pain. 

3. Observe and participate in the cleansing and bandaging of wounds. 

4. Obsen/e and participate in the application of a cast. 

5. Obsen/e and participate in techniques used in transferring a patient from an 
ambulance cot to an Emergency Room cart. 

6. Accompany an Emergency Room staff member in transporting a patient to his 
room for admission to the hospital. 

7. Observe the care given to a patient in one of the following types of shock: 

a. Hypovolemic. e. Neurogenic. 

b. Respiratory. f. Metabolic 

c. Cardiogenic. g. Septic. 

d. Psychogenic. 

8. Interact with patient and relatives and friends of the patient brought into the 
Emergency Room. Obsen^e their behavior in the situation. 

9. Observe the history-taking techniques of an Emergency Room patient by a 
Registered Nurse twice and follow through by initiating the history taking the third 
tirne, under supervision. 

10. Observe and participate in the proper technique of physical assessment. 

B. Operating Room. 

1. Obsen^e at the surgeon's discretion, in at least one surgical. 

2. Obsen^e the implementation of the sterile technique. 

C. Maternity Unit. 

1 . Labor Room— Time the duration of a contraction. 

2. Labor Room— Listen to the fetal heart tones before, during and after a 
contraction. 

3. Obsen^e one complete delivery, including post-partum care of the mother. 

4. Observe the procedures of suctioning of the newborn. 
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5. Observe the caxe of the umt^itical cord. 

6. Observe and participate in the proper technique of a physical assessment of the 
newborn. 

D. Intensive Care 

1. Observe and participate in maintenance of the airway. 

2. Observe and participate in assessing patients for: 

a. Heart sounds. d. Signs of heart failure. 

b. Breath sounds. e. Abdominal problems. 

c. Shock. f. Full bladder. 

3. Observe and participate in the admission of a patient. 

4. Observe and ask questions as to the interpretation of the heart monitor. 

5. interact with the patient and the relatives and friends of the patient. 

*Note: In situations where these activities are not achievable in a reasonable period 
of time, programmed patient simulations or other activities may be used to ensure 
student competency. 
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I 



OBJECTIVES 



At the end of this lesson, the student will be able to: 

Identify the EMS Provider's prtnury reipoosibititieft 
list 5 types of Uw 

Define the following medicc/legal issues: 
Duty to ad 
Abandonment 
Standard of care 
Confidentiality 
Negligence 
Consent 
Refusal of care 
Choice of destination 

Identify documentation requirements 

Locate & identify the Iowa Good Samaritan Law 

Locate & identify Iowa's law regarding living wills 

Locate Sl identify Iowa's law regarding AIDS and the EMS Provider's role and responsibility 

Locate and identify Iowa's child & dependent adult abuse reporting law and the EMS Provider's role and 
responsibility 

Locate Sc identify Iowa's law regarding operation of an emergency vehicle 

Locate & identify Iowa's administrative rules governing First Responder, EMT-A and ERTs' certification and 
recertification requirements 

^Locate A identify Iowa's administrative n*ics govemiog advanced EMS Provider's certification and 
recertification requirements 

^Locate & identify Iowa's administrative rules governing the operation of advanced ambulance/reocue aeivices 



<To be covered In the EMT-i & EMT'^P dnaats only 
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ROLES AND RESPONSIBILITIES OF THE EMS PROVIDER 

Iowa DErAKnoNT or Public Health 

EMSaCSSCY MEDICAL SEKVICSS SECTION 

LUCAS State omcE Buiuhng 
Des Moiraes, iowa 5031>407S 
(S15) 2S1-3741 



I 



INTRODUCTION 



] 



The EMS Provider's primary responsibtlitics are to bring competent emergency medical care to the viaims of 
accidents or sudden iUness, stabilize their conditions and transport them saifely and expeditiously to the proper 
medical facility. As an EMS Provider you must be able to perform duties unsupervised, m a great variety of 
circumstances, and often under considerable physical and emotional stress. 

The EMS Provider is a very important initial component of the emergency medical care system. With proper 
Uaining, you will be able to provide emergency medical care to victims of emergencies as well as minimize 
discomfort and further mjury. Your actions may mean the difference between life and death of the viaim. 
Proper care of the patient at the scene can minimize patient suffering and reduce recovery time. 

The responsibilities associated with being an EMS Provider are major. You will provide a service m a special 
envju-onmcnt requiring special skills and knowledge m such areas as communication, transportation, 
recordkeeping and liaison with other emergency services and health care professionals. 

The primary responsibility of an EMS provider is to the ill or mjured patient that has requested your assistance 
and then quickly and effidentiy Uansport the patient to the nearest appropriate medical facility. This patient 
care role would include: 

Basic life support 
Patient assessment 
Patient stabilization 
Appropriate patient h i^ ti dling 
Safe and efficient transpoft 
Continual patient monitoring 
Transpoft to Hospital ER 
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In addition to the above mentioned responsibilities, the EMS Provider may be required (o perform spcct;il 
functions if other emergency services are not avaibblc. These special functions may include: 

Use of rescue tools for eitrtcatioo purposes 
Control of the scene, including hazardous materials 
ConUoUivg the actions of bystanders 
Dealing with grief 

Other functions Gonsidere>d an integral pari of the EMS Provider's roie and responsibilities include: 

Communication 

DispTitcher 

Police 

Fire 

Hospital 
Reporting and recordkeeping 
Emergency Driving 
Vehicle maintenance 
Equipment care 

As a health-care professional, you must underUand the EMS system in which you work as well as your 
responsibilities to your patient and the public before, during and after the emergency. 



TYPES OF LAW 



1. Common Law: The sum total of court ndings on earlier and similar cases. 

2. Statutory Law: Created by a law-making or legislative body. 

3. Administrative Law: Enaaed by an administrative agency to regulate a trade, profession, or area of 
commerce. 

4. Criminal Law: Pertains to the violation of a law. 

5. Civil Law: Pertains to the damagrs incurred (lawsuit) 




DUTY TO ACT 



1. When you are under a contractual duty: Relationships between patients and health providers are 
usually based on a contractual relationship, or the understanding that the provider agrees to render 
service to the patient. 

2. When you be^ to act: Starti"g treatment imposes the duty on you to see the treatment through to its 
conclusion, even though you had no duty to act m the fust place. 

3. Duty exists to anyone who may be injured through your negligent acts: Duty to act in a non-negligent 
manner extends not only to patients, but to others who may be mjured through your negligence. 
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ABANDONMENT 



1 



Abandonment: Tcnninating medical care wilhoia legal excuse or turoing over lo Icsicr qualified personnel, 
thereby injuring the patient. 

An emergency medical care provider is obligated to care for the patient until the patient refuses further medical 
care or until the paticm is under the supervision of other EMS uniu of equal or greater Uaining. Abandonment 
may occur under a variety of circumstances: 

1. An emergency medical care provider may leave a patient in an emergency department before 
supervision by ER staff. 

Z A rescue or ambulance unit may wron^ dedde that a patient does not need emergency treatment and 
leave the scene. 

3. An advanced emergency medical provider may turn over a patient to an EMS unit not capable of 
providing advanced care. 

4. In a triage situation one patient may be left for an unreasonably long time. 

Abandonment is a form of ne^ence, with the liability focusing on the fact that EMS personnel did not provide 
continuity of care that was required by the patient. Failure to provide continued Ueatment caused mjury to the 
patient. 

Generally means that the defendant's conduct did not conform with the reasonable level of skill, prudence, 
caution, and competence that could be expected under the circumstances. A First Responder is expected to act 
as a reasonable prudent Fust Responder, etc 



NEGLIGENCE 



To prove negligence, four elements must exist: 

1. The defendant had a duty to act. 

2. The defendant failed to act by not observing a "Standard of Care*. 

3. An injury actually occurred. 

4. The cause of the mjury was the result of the failure to ad according to 
the standard of care. 
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A fire rescue report k t nu^dkal record iiader lowi section (22.7). The determinatioii of whether any record is 
a medical record mua be made oa the basis of the record as a whole. The lawful custodian (ambulance/rescue 
squad) cannot be compelled to edk out nonmedical information for eiamination and copying. The lawful 
custodian may eiercise his or her discretion to release all or part of the record provided, that the information is 
not highly offensive to a reasonable person and is legitimate concern to the pubUc. 
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DOCUMENTATION 



*If you write at all you mutt write it all, because tbc law presumes you wrote it all, if and when you write at all.' 



[ 



CONSENT 



1 



It is a fundamental principal the corisent of a patient, or someone authorized to act for a legally bcompetcitt 
patient, must be obtained before auy medical or surgical treatment is undertaken (actual consent), unless an 
emergency justifies treatment without consent (implied consent). The reason for this is that any imprompted, 
intrnrional touching of the patient's person constitutes the toit (a legal wrong) of assault. 

Possabb problems: 

1. Suicide paficnis' probably not competent to consent to or refuse care. 

2. Minora, conscious: incompetent to consent. Normally, parent would be the responsible person. If a 
parent is noi available, and adult family member would seem to be sufficient. 

3. Minor, unconscious: Iowa code would seem to protect prompt transportaiion. 

4. Adults, conscious: Competent, probably can refuse treatment. 

5. Adults, unconscious: Probably protected for prompt transportation. 

6. Menial incompclents^ Probably cannot consent to or refuse care. 

7. Mental patients: Probably cannot consent to or refuse care. 

A competent adult has a right to determine what should be done with his or her own body. This is based on the 
concept the patient is the master of his or her own body, and therefore, a patient's exprett refusal of medical or 
surgical treatment or a patient's withdrawal of consent to continuation of treatment must be honored - even if 
death is tiie likely result. There is no statute m Iowa prohibiting a patient from drdining necessary medical 
treatment or a doctor from honoring the patient's decision. 
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Generally, choice of medical facilky it in«k by the patient or the i«tieaf» fimily. The ambulance «er 
rescue squad may be obUgated in an emergency »ituatioo, typicaUy by protocol, to deliver the patient 
nearest fadiity capable of handling the emergency. 



IOWA STATUTE OF UMITATIONS 

A claim for personal bjury muU be brought within two years of the date of the incident causing the injury. 
There are two exceptions to this limitaUoa under Iowa Uw. A medical malpracUce action must be brought two 
years after the date the claimant knew or should have known through the use of reasonable diligence or 
received notice in writing of the eastencc of injury or death for which damages are sought in the acuon, 
whichever dates occur 5rst. However, no malpracUce action shall be brought more than six years after the date 
on which occurs the act or omission or occurrence alleged to have caused the mjury or death unleu a foreign 
object unintentionally left in the body caused the injury or deatk A minor may bring a cause of acUon for a 
personal mjury at any time from date of injury to within one year after the minor reaches majority. 



GOOD SAMARITAN LAW (6U.17) 



Any person, who in good faith renders emergency care or assistance without compensation shall not be hable 
for any civil damages for acts or omissions occurring at the pUcc of an emergency or accident or while the 
person is in uansil lo or from the emergency or accident or while the person is at or being moved to or from an 
emergency shelter unless such acu or omissions constitute recklessness. For the purposes of this section, if a 
volunteer fire fighter, a volunteer operator or attendant of an ambulance or rescue squad service, a volunteer 
paramedic, or a volunteer emergewy medical technician receives nominal compensation not based upon the 
value of the services performed, that person shall be considered to be receiving no compensation. The 
operation of a motor vehicle by a volunteer fire fighter, volunteer operator or attendant of an ambulance or 
rescue squad service, a volunteer paramedic, or volunteer emergency medical technician shaU be considered 
rendering emergency care or asti t t a nrr . 
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LIFE-SUSTAINING PROCEDURES (144A^7) 



Iowa laws recognize the right of an aduk to make a written declaration instructing the adult's physidan to 
provide* withhold, or withdraw tife-suitaining procedures or to designate another to make treatment decisions, 
an the event the person is 4i%gr^^ ^ suffering from a terminal condition. 

Procedure in absence of declaration: 

1. Life-sustaining procedures may be withheld or withdrawn from a patient who is m a terminal cooditioo 
and who is comatose* incompetent, or otherwise physically or mentally incapable of communication if there is 
consultation and written agreement for the withholding or the withdrawal of life-sustaining procedures between 
the attending pbysida.> and any of the following individuals, who shall be guided by the e3q}rcss or implied 
intentions of the patiem, in the following order of priority if no mdividual m a prior class is reasonably available, 
willing, and competent to 

a. The attorney m fact. 

b. The guardian of the person, 
c The patient's spouse. 

d« An adult chiU of the patient. 

e. A parent of the patient, or parents if both are reasonably available, 
f . An adult sibling. 

Z When a dedsion is made to withhold or withdraw life-sustaining procedures, there shall be a witness 
present at the time of the consultation when that decision is made. 

3. Items 1 and 2 above shall not be m effea for a patient who is known to the attending physician to be 
pregnant with a fetus that could develop to the point of live birth with continued application of life-sustaining 
procc^dures. 

The act makes it clear that a licensed physidan is necessarily mvotvcd in the decision and that a diagnosis must 
be made. In other words, no provider of medical care other than a physician can make the dclcrminaiion. 
Accordingly, an EMS Provider or a nurse should not follow the direction of a patient or a family member. 
There is a requirement for physician ^'^g*^'*. consultation and written agreement. 

Short of the "DNR' order, a patient who is without spontaneous respiration or cardiac function should be 
resuscitated and a patient who is a candidate for CPR has at least impliedly consented to treatment. T ;s 
consent controls over the wishes of family members and probably over the authority of anyone other than the 
patiences physician. 

An exception to the requirement to attempt r e s u s cit a ti on would be where: 

1. Signs of tramna are conclusively incompatible with life. 

2. Physical decoffiposition of the body. 

3. Rigor mortis is present. 

An EMS Provider is simply Mi qualified to make the medical or clinical judgments or ethical decisions that 
death would be more humane or that the patient is not salvablc. If one of the suggested preceding clinical 
criteria of drft >** is not conclusively established, vigorous resuscitation should be commenced and continued 
until the patient is pronounced dead m the physical presence of a physician. 
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A person possessing AIDS informitioo shaU not disclose the idcnlily of any other person upon whom an HIV. 
related test is performed or the rcsulu of such a test in a manner which would permit idcntificatioii of another 
person and a person shaU not be compcUcd to disclose the identity of any person upon whom an HTV-rclated 
lest is performed, or the results of the test m a manner which permiu identification of the subject of the test, 
except to any of the following persons: 

a. The subject of the test or the subject's legal guardian. 

b. Any person who secures a wrinen release of tea results. 

c An authorized agent or employee of a health facility or health care provider if the health facility or 
health care provider ordered or participated in the testing or is otherwise authorized to obtain the test results, 
the agent or employee provides patient care or handles or processes specimens of body fluids or tissues, and the 
agent or employee has a medical need to know such information. 

d. Licensed medical pcrsonnd providing care to the subject of the test, ^nk^^ 

15 necessary to provide care or treatment. 

e. The department in accordance with reporting requirements for an HIV-related condition. 

f. A health facility or health care provider which procures, processes, distributes, or uses a human body 
part from a deceased person with respect to medical information regarding that person, or semen provided 
prior toJuly 1, 1968, for the purpose of artificial i ns emin a tion 

g. A person allowed access to a record by a court order which is issued m compliance with the following 
provisions: 

( 1) There is a court finding that the person seeking the test rcsulU has demonstrated a compelling need for 
the test results which cannot be accommodated by other means. In assessing compelling need, the court shall 
weigh the need for disclosure against the privacy interest of the test subject and the public interest which may be 
disserved by disclosure due to iu deterrent effect on future testing or due to iu effect in leading tc 

discriminalion. 

(2) Pleadings pertaining to disclosure of test results shall substitute a pseudonym for the true name of the 
subject of the test. The disclosure to the parties of the subject's true name shaU be communicated 
confidentially, in documents not filed with the court. 

(3) Before granting an order, the court shall provide the person whose test results are m question with 
notice and a reasonable opportunity to participate in the procee^fings if the person is not already a party. 

(4) Court proceedings as to disckssure of tert resulu shall be conducted in camera unless the subject of the 
test agrees to a hearing in open court or u&iess the court determines that a public hearing is necessary to the 
public interest and the proper administration of juslice. 

(5) Upon the issuance of an order to disclose test results, the court shaU impose appropriate safeguards 
against unauthorized disclosure, which shall specify the persons who may gain accctt to the information, the 
purposes for which the information shall be used, and appropriate prohibiuons on future disclosure. 

h. An employer, if the test is authorized to be required under any other provision of law. 



Emergency Responder Testing Program: 

If an EMS Provider in the course of responding to an emergency renders aid to an injured person and becomes 
exposed to bodily fluids of the injured person, that emergency responder shall be entitled to HIV tesdng b 
accordance with the latest available medical technology to determine if infection with the human 
immunodeficiency vims has occurred. The coOs of the test shaU be paid for through the eapendUure of funds 
appropriated to the department for AIDS-related activities. 
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Maadalofy repoctert of suspecled child ud dcpeadeiil adith abuse include a liceused physidao and surgcoo, 
ostcopatK oHeopatUc pbysidan and surgeon, demist, opConelrist, podiatrist or chiropractor; a resident or 
intern in any of such professions; a licensed dental hygientst, a registered nurse or licensed practical nurse; and 
a basic emergency medical care provider or an advanced emergency medical care provider. 

The abowe classes of persons shall make a report within twenty-four hours. 
A loU free number is provided. l-«)&-362-2178 

A person required to make a report, other than a pbysidan whose professional practice does not regularly 
mvohe providing primary health care to children, shall complete two hours of training relating to the 
identification and reporting of child abuse within six months of initial employment or self*employment mvolving 
the examination, attending, counseling, or treatment of children on a regular basis. Within one month of initial 
employment or self-employment, the person shall obtain a statement of the abuse reporting requirements from 
the person's employer. The person shall complete at least two hours of additional child abuse identification and 
reporting training every five years. If the person is an employee of a hoq>ital or similar institution, or of a 
public or private institution, agency, or facility, the employer shadi be responsible for providing the child abuse 
identification and reporting training. If the person is self-employed, the person shall be responsible for 
obtainii\g the child abuse identification and reporting training. 



EMERGENCY VEHICLES (32L1) 



The driver of any authorized emergency vehicle, may: 

1. Park or stand an authorized emergency vehicle, irrespective of the laws. 

2. Disregard laws or regulations governing direction of movement for the mmimnm distance necessary before 
an alternative route ihat conforms to the traffic laws and regulations is available. 

3. Proceed past a red or stc^ signal or stop sign, but only after slowing down as may be necessary for safe 
operation. 

4. Exceed the ««^«i«Mtn speed limits so long as the driver does not endanger life or property. 

The exemptions granted to an authorized emergency vehicle shall apply only when such vehicle is making use of 
an audible or visual signaling device. 

The above provisions shall not relieve the driver of an authorized emergency vehicle from the duty to drive with 
due regard for the safety of all persons, nor shall the above provisions protect the driver from the consequences 
of the driver's reckleu disregard for the safety of others. 

Upon the immediate approach of an authorized emergency vehicle with any lamp or device displaying a red 
light^ or an authorized emergency vehicle of a fire department displaying a blue light, or when the driver is 
giving audibk signal by siren, exhaust whistle, or bell, the driver of every other vehicle shall yield the right of 
way and shall immediately drive to a position parallel to, and as dose as possible to, the right hand edge or curb 
of the highway dear of any intersection and shall stop and remain in such position until the authorized 
emergency vehicle has passed, except when otherwise directed by a police officer. 
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AnashicgwyicIightshaUoolybcuscaoaavchklc wtcn used m coajunctkm with hazard li^ 
while lighi shaU DOl be used oo a vchick except io any of the f oUowing cucumsunces: 

1. On a vchick owned or cxdusivcly operated by an ambulaiice,rc«cu^ 

2. On a vchick authorized by the director of publk health when aU the folk^^ 

(a) The vchick is owned by a member of an ambulance, rescue or firU responder service. 

(b) The request for authorization is made by the member on forms provided by the Iowa department of 
pubUc health. 

(c) Necessity for authorization is demonstrated in the request. 

(d) The head of an ambulance^ rescue or fira responder service certifies that the member is in good 
standing and recommends that the authorization be granted 

3. On an authorized emergency vehick. 




Certification levels for basic care: 



Fu^sl Responder (FR): 

Forty hours of classroom instruction 
Clinical experience may be required 
Bcld experience may be required 

Emergency Medical Technician (EMT-A) 

One hundred two hours of classroom instruction 
Eighteen hours of clinical time 
Field experience may be required 



Speciality certifications: 

Emergency Rescue Technician (ERT) 

Forty hours of classroom instruction 
Clinical experknce may be required 
Field experience may be required 

Emergency Medical Services Instructor (EMS-I) 
Thirty hours of classroom instruction 

To be cligibk for Slate certification as a First Responder, EMT-A, or an ERT, the student must be currcnUy 
certified in CPR, pass a State written and practical examination and have a high school diploma or equivalent. 
A student who fails to attain at least a 70 percent overall score on the written certification examination wiU have 
two additional opportunities to complete the entire examination and attain a passing score. 

A student who fails to pass the practical or written certificaaon examination on the third attempt and who 

wishes to pursue certification must repeat the entire course. 

Scope of the basic care provider. 

Iowa does not have basic care legislaUon that governs the scope of the basic care provide! ^^ [o^ " 
ambulance/rescue service that u not authorized by the Department of Pubhc Health under 641..132 (147A). 
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Renewal of certification: 

All cooti&utiig education requtreineiiU lo renew a certincauoo must be completed during the ccttificatton 
period and prior to the ceitificalc's eipiration date. Failure to complete the contiynuing education requirements 
prior to the expiration date will result in lapsed certification. No more than 90 days after the expiration date is 
allowed for the submission of the "Apptication for Renewal of Certification' booklet. After 90 days, the 
certification is considered lapsed and the individual can not ftinctioo as a basic emergency medical care 
provider. 

An mdividual who did not complete the required coottnuing education during the certification period may seek 
to reinstate a lapsed certificate. The requirements to reinstate a certification are as follows: 

1. Co mp le t e cnntiminig education courses equivalent to the renewal requirements for that particular level 
of oertification within six years following the certificate's expiration date. (Table 1 outlines the total 
number of hours required for each level). 

2. Meet all applicable eligibility requirements. 

3. Submit an *EMS Reinstatement Application* and the applicable fees. 

4. Pass the appropriate practical and written certification examinations. 



TABLE t 





REQUIRED CONTINUING EDUCATION 
HOURS FOR REINSTATEMENT 
(including required topics) 


CERTIFICATION LAPSED FOR 


FR 


EMT-A 


Lest than 2 yean 


14 


24 


2-4 yean 


28 


48 


4-6 yean 


42 


72 



If a certification has been expired for more than six years, the entire course must be repeated. 

Renafal sUnilards: 



In order to renew a FR certification, the following is required: 

14 hours of approved fanlinuing education including at least one hour in each of the following required 
topic areas: 

1. Infectious disraics 

1 Abuse (child and dependent aduk) 

3. Trauma emergencies (should include skills practice) 

4. Medical emergencies (should include skills praaicc) 

In order to renew an EMT-A certification the following is required: 

24 hours of approved continuing education including at least one hour b each of the following required 
topic areas: 

1. Infectious discasci 

1 Abuse (child and dependent adult) 

3. Trauma emergencies (should include skills practice) 

4. Medical emergencies (should include skills practice) 
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in order to renew ao ERT certiHcalioo llie following it required: 

Maintain a medical certificalion and complete at least one bour in each of the following required topic 
areas: 

1. Agricultural/mdustrial rescue 

2. Rescue equipment /techniques 

3. Special hazards 

4. Vehicle rescue 

lo order to renew an EMS4nstnictor certification the certificate holder must attend at least one EMS-I 
worktop sponsored by the Slate EMS Section. 

Continuing education approval: 

Continuing education hours (CEHs) may be issued for the following types of training diving the certiCcation 

period: 

1. Courses which are based upon the curricula for EMS providers and other courses pertinent to basic 
emergency medical care. Approved self*study and video courses are permitted (4 hours maximum for 
FR; 8 hours maximum for EMT-A. 

2. In-hospita! clinical experience m areas relating to emergency medical care (4 liottn maximum for FR; 8 
hours maximum for EMT-A. 

3. Disaster drills (4 hours maximum). 

4. Continuing education course instruaors will be granted the appropriate number of CEHs for courses 
taught. 

5. EMS course instructors will be granted the appropriate number of CEHs for courses taught. When 
identical courses are taught, CEHs are granted for the fu^ course only. 

6. Practical certification examination evaluation (6 hours maximum). 

7. EMS course attendance (or audit) will qualify as continuing education based upon the number of hours 
attended (or audited). 

8. Basic care continuing education hours which have been approved are also considered approved for 
advanced emergency medical care personnel. 

CEHs are not approved for CPR course attendance, CPR course instntctioo, CPR instructor training or courses 
which are beyond the scope of training and authority for basic emergency medical care personnel 

Certification tlirough endorsement: 

Ar^ individual currently certified by another state or by the National Registry of EMTs must also possess a 
current Iowa certificate to be considered orrtified. To receive Iowa certification based on endorsement, the 
candidate musi: ^ 

1. Complete and submit an 'EMS Endorsement Application" 

2. Provide verification of current certification in another state or with the National Registry of EMTs. 

3. Provide verification of current certification in CPR. 

4. Pass the appropriate Iowa practical and written certification examinations. 



D-15 



la 1978, the lowi kgtsUture (wssed 147A which allowed the utilizatioo of unified advanced emergency medical 
care provider. The ruk making authority wa» H)lii between tiw ^ The Iowa Board of Medical 

Examiner* adopted rules regarding the uaining and certification of advanced emergency care providers, while 
the Iowa Depattmenl of Public Health adopted rules relating to the operation of ambulance, rescue, and first 
response services who wished to use the services of advanced emergency medical care providers 

In 1989, an agreement (28E) between the two state agencies brought the administration of 147A under the Iowa 
Department of Public Health. Although the Iowa Board of Mqdical Examiners still retains the authority 
mandated in 147A, the Department now administers the program. 

Certification levels for advanced care: 

Emergency Medical Technidan-Defibrillation (EMT-D) 
First Responder-Defibrillation (FR-D) 

Four hours of classroom instruction for auvomatcd dcfibrillalors 

Sixteen hours of cUssroom instruction for manual defibrillators 

Clinical experience may be required 

Field experience may be required 

Emergency Medical Technidan-Intermediate (EMT-I) 
Sixty hours of classroom instnirtion 
Hfty hours of clinical experience 
Fifty hours of field experience 

Emergency Medical Technician-Paramedic (EMT-P) 
Three hundred hours of classroom instruction 
One hundred fifty hours of clinical experience 
One hundr^^ fifty hours of field experience 



Scope of the advanced emergency medical care provide 



len 

An advanced emergency medical care provider may render advanced emergency medical care in those areas for 
which the advanced emergency medical care provider is certified, but only as part of an authorized advanced 
care service program during the following: 

1. At the scene of an emergency; 

2. During transpoffUtion to a hospital; 

3. While in the hospital emergency department; and 

4. Until patient care is directly assumed by a physician or by authorized hospital personnel 
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An tdvanccd emergency medical care provider may also function in any hospital when; 

1. Enrolled as a student or participating as a preceptor in a training program; 

2. Fulfilling continuing education requirements; 

3 Employed by or assigned to a hoH>ttalu a member of an authorized advanced care aemce program, by 
rendering lifcsaving services in the facility in which employed of assigned pursuant to the ndvaaced eawrgency 
medical care provider's certification and under direct supervision of a physician or registered nurse. An 
advanced emergency medical care provider cannot routinely function without the direct supervuioo of a 
physician or registered nurse. However, when the physician or registered nurse cannot directly assume 
emergency caic of the patient, the advanced emergency medical care personnel may perform, without duect 
supervision, emergency medical care procedures for which certified, if the life of the patient is m unmediale 
danger and such care is required to preserve the patient's life; 

4 Eniployed by or assigned toa hospital as a member of an authorized advanced care service program to 
perform nonlifcsaving procedures for which Ukined and designated in a written job description. Such 
procedures may be performed after the patient is observed by and when the advanced emergency medical care 
provider U under the supervision of the physician or registered nurse and where the procedure may be 
immediately abandoned without risk to the patient. 

Approved skills: 

Advanced emergency medical care skills which may be performed if approved by the service program's medical 
director include: 

At the FR-D level . . , j 

I. Automated defibrillation and external cardiac pacing (provided the paong u part of an automated 
defibriUator device and requires no decision making by the FR-D). 

At the EMT-D leveL , . j cu n . 

1. Defibrillation and external cardiac padng (provided the paong u part of an automated defibrillator 

device and requires no decision-making by ihe EMT-D). 

At the EMT-I level: 



InuUlion, maintenance and monitoring of nonmedicalcd inuavenous solutions (using the peripheral 
venous system including the external jugular wan). 

Esophageal intubation. u , j • 

Endotracheal intubaUon when using a blindly inserted, combinedesophageal/endotrachcal device. 

Gastric tube inscrtioo. 
Dcfibrillaikin awi citcnul cardiac 
device and requires do dedsioo making by the EMT-I). 
Al the EMT-P levcL 

I. DcSbfillaiJOfi, cardioversion and eitenul cardiac paong. 
Endotracheal and esophageal intubation and suctioning. 

Initiation, maintenance and monitoring of nonmedicated and medicated intravenous solutions (usmg 
the peripheral venous system, including the external jugular veb). 
Maintenance and monitoring of btravcnous infusion of blood and blood products, 
Administrauon of oral, intravenous, inhaled, bUamuscular, subcutaneous and topical medications 
approved by the medical director. 
Direct laryngoscopy. 
Gastric lube insertion. 
Nasogastric tube insertion. 
Rotating tourniquets. 
Urinary catheterization. 

Cricothyrotomy and transtracheal j/jl insufflation. 
Tension pneumothorax decompression. 



I. 

L 
3. 
4. 

5. 



2. 
3. 

4, 
5. 

6. 
7. 
8. 
9. 

10. 

U. 

R 
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Certificatloo and eoroUment requirements: 

EmroUmcnt b as advinced eaergoicjr oiedic^ care provider program requires the foUowiog: 

1. at least tS years of age 

2. Haveaki|^sclKK)ldipbmaoriUeqiuvaleiit 

3. Be abk to speak, imteaad read English 

4. Be cuneatljr certified i&CPR 

5. Be oirrentiy certified as a if caroUingbaaFR-D course 

6. Be currently certified as an EMT-A, if enrolling in an advanced EMT or paramftdir course 

A student who fails the practical certification caKaaiaatiott is required to repeat only those stations which were 
failed and will have two a d di ti o nal opportunities to attain a passing score. The student nuy repeat the failed 
fiiaminaffno stations on the same day if approved by the training prograou 

A student who fails to attaic at least a 75 percent overaU score on the written certification examination will have 
two additional opportunities to complete the entire examination and attain a passing score. 

Any student who fails to nass the practical or written certification examination on the third attempt and who 
still wishes to pursue certification must repeat the didactic portion of the course within two years after the third 
anempt. After two years, the entire course must be repeated 

Renewal of certillcition: 

All continuing fduration requirements must be completed during the ftrtifkation period and prior to the 
certificate's expiration date. Failure to compkitc the continuing education requirements prior to expiration 
date shall result in a lapsed certification. No more than 90 days after the eTM-aftpff date is allowed for the 
submission of the "Application for Renewal of Certification* booklet to document completion of continuing 
education requirements. After 90 dayi» the certification is considered lapsed and the individual may not 
function as an advanced emergency medical care provider. 

Reinstatement: 

An individual who did not complete the required *^tinu*TTg education during the rm*^tMMi period and is 
seeking to remstate a lapsed certificate must complete the following: 

1. C o m plet e continuing cdiiration courses equivalent to the renewal requirements for that particular level 
of certification within rbc years following the certificate's expiration date. Table 1 outlines the total 
number of hours required. 
Z Meet all applicable eligibiljty requirements. 

3. Submit an *EMS Reinstatement Application* and the applicable fees. 

4. Pass the appropriate practical and written certification examinations. 
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TABLE 1 





REQUIRED CONTVOJING EDUCATION 
HOURS FOR REINSTATEMENT 
(ladudioc raqulrad topics) 


CERTIFICATION LAPSED FOR 


FR-D 


EMT-D 


EMT-I 


EMT-P 


Less Uun 2 years 


14 


24 


48 


60 


2 - 4 years 


28 


48 


96 


120 


4 - 6 years 


42 


72" 


144 


180 



If a certiCcaiioD has been expired for more tlian aix years, the individual muu repeat the entire course. 
Renewal requirements: 



To be eligible for renewal, tbe certificate bolder must: 

1. Have signed and submitted an 'Application for Renewal of Certification' within 90 days after the 
certificate's expiration date. 

2. Have a current CPR certificate or a signed and dated statement from a certified CPK. instructor that 
documents current certification m CPR. Paramedics must also have a current ACLS certification or a 
signed and dated statement from a certified ACLS instructor that dnnimmis cunent certification in 
ACLS. 

CEH requirements for each level is as follows: 
L FR-D - 14 hours 

2. EMT-D - 24 hours 

3. EMT-I - 48 hours 

4. EMT-P - 60 hours 

Required topics for all levels include at le?^«t one hour m each of the following: 
I. Infectious diseases 
1 Abuse (child and dependent adult) 

3. Trauma emergencies (should include skills practice) 

4. Medical emergenciet (should iodude skills practice) 

Continuing education approval: 



Continuing education hours (CEHs) may be issued for the following types of training during the certification 

period: 

1. Courses which are based upon the curricula for EMS providers and other courses pertinent to 
emergency medical care. Approved self-study and video courses are permitted (4 hours maximum for 
FR-D; 8 hours 

maximum for EMT-D, 16 boun maximum for EMT-I; 20 hours maximum for EMT-F). 

2. In-hokpital clinical experience in areas relating to emergency medical care (4 hours maximum for 
FR-D; 8 hours maximum for EMT-D; 16 hours maximum for EMT-I; 20 hours maximum for EMT-P), 

3. Disaster drills (4 hours maximum), 

4. Continuing education course instructors will be given the appropriate number of CEHs for the courses 
taught. 

5. EMS course instructors will be given the appropriate number ot' CEHs for the courses taught When 
identical courses are taught, CEHs will be given for the first coursi: only. 

6. Practical certification examination evaluation (6 hours maximum). 
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7. EMS coune atteiuUiiGe (oc audit) will qualify at cominuing educaUoo based upoo the number of hours 
aueuded (or audited). 

8. ACLS training (6 hours OMiiniUBi). 

9. Basic care c o n tin u ing educatio n hours which have been approved are also considered approved for 
advanced emergency ■nHirai care pfrtopnrl 

CEHs will not be approved for CPR course atfrndancc, CPR course instruction, CPR instructor training, or 
courses which are beyond the scope of training and authority for advanced emergency medical care personnel. 

Certificatiois through eodorsemeat: 
An individual currently certified by another state or by the Nation 

current Iowa certiScate to be considered certified. To receive Iowa certifkation^ tbe bdividual must: 
i. Complete and submit the *EMS Endorsomcnt Application* 

1 Provide verification of current certification m another state or with the National Registry of EMTs. 

3. Provide verificauon of current oertificatiaa m CPR. Applicants for paramedic endorsement must also 
provide verification of certification in ACLS. 

4. Pass the appropriate Iowa practical and written certification examinations 

5. Meet all other applicable eligibility requiremenu necessary for Iowa certification. 



SERVICE PROGRAM AUllIORIZATION («I^132-7) (147A) 



An ambulance, rescue or first response service in Iowa that desires to provide advanced emergency medical 
care, m the prehospital setting must apply to the Department of Public Health for authorization to establish a 
program utilizing certified advanced emergency medical care providers for delivery of the care at the scene of 
an emergency, during Uansportation to a hospital, or while in the hospital emergency department and until care 
is directly assumed by a physician or by authorized hospital personnel. 

Service prognim--openitional requirements: 

A fully authorized service program must maintain an adequate number of primary response vehicles and 
personnel to provide twenty-four hour per day, seven day per week service at their authorized level The 
adequate number of primary response vehicles za^ personnel to be maintiincd is determined by the 
Department of Public Health and is based upon, but cot limited to, the following: 

1. Number of calls; 

2. Service area and population; and 

3. Availability of other services in the area. 

Ground ambulance services must provide, as a minimum, one advanced EMT or paramedic and one EMT-A. 
Rescue and first response service programs must provide, as a minimum, only one advanced emergency medical 
care provider. 

Secondary response vehicles are not required to meet the vehicle standards^ staffing and equipment 
requiremenu of primary response vehicles. When advanced emergency medical care U to be provided, 
however, appropriate staff, equioment and supplies must also be provided to ensure continuity of care. If «n 
advanced emergency medical care provider is &ot avaibble to staff and to provide advance4l emergency medical 
care on a secondary response vehicle, a registered nurse, physician or physician's assiuant may provide that care 
pursuant to their license. 
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Medical direction: 

*orr>Unc medical dtrectioa" - The moouoriog of EMS providers througli retroactive field a t t r ai mrnU and 
treatment documentation review, critiqiiea of sekaed casea with the EMS personnel, and s t atitfiral review of 

the system. 

*On>ime medical direction' - Immediate medical advice via radio or phone communications between the EMS 
provider and the medical director, supervising physician or physician d c s^g nrr .. 

Advanced emergency medical care personnel may perform advanced emergency medical care is life-threatening 
situations or in cases of rnmm^n*rt?^ failure without contacting a supervising physidan or physician designee 
if written protocols have been approved by the service program medical direaor which dearly identify when the 
protocols may be used in lieu of voice contact 

The medical director is responsible for providing appropriate medical direction and overall supervision of the 
medical aspect of the st^rvice program. The medical direaor's duties mdude, but need not be limited to: 

1. Devebping, approving and updating protocols to be used by service program personnel 

2. Developing and TP'^f^'-^'ng liaisons between the service, other physicians, physidan dcsignrrs, and 
hospitals. 

3. Monitoring and evaluating the activities of the service program and individual personnel performance. 

4. Assessing the continuing education needs of the service and individual service program p erso nne l and 
a«;om£ them in obtaining the appropriate continuing education programs. 

5. Being available for udividual evaluation and consultation to service program personnel. 

7. Ensuring maintenance of skills by service program personnel 

8. Informing the medical community of the advanced emergency medical care being provided according 
to approved protocols m the service program area. 

9. helping to resolve service operational problems. 

Conditioaal service prognun authorization: 

Any service that is unable to meet the 24-hour-per-day stafiBng requirement to receive fiill authorization at the 
advanced emergency medical care provider level but wishes to provide advanced care on an intermittent basis, 
may apply for a conditional authorization. The service must: 

L Justify why the serviix is unable to meet the 24 hour stafiBng requirement 

2. Provide a description of how the service intends to inform the service program area of the service's 
conditional status. 

3. If approved, must not advertise or otherwise imply or hold itself out to the public as a fiiUy authorized 
service program. 

4. if approved, utilize advanced emergency medical care providers as appropriate to their level of 
certification up to and including the level of conditional authorization. 

S If an ambulance service, provide as a minimum, one EMT-A and one FR on each primaiy response 
vehicle call The FR must be the driver unleu a third person is present to act as the driver. The 
service must document each driver's training m emergency driving techniques and in the use of the 
service's communications equipment. 

6. If M rc&cuc or fust rc&pon&e service, have a written mutual aid 2;greement with at least one ground 
ambulance service to ensurr; Cv'>verage when no certified personnel are availabk. 
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Essential equipment and vehicle standards: 

Ground •mhntanrr fcrvicc progruu oauit, ai a Minimum, use primary response vehicles that meet the Iowa 
ambulance standards (appendix A). See appendix C for ambulance types. 

Fu5tlier» primary response velucks must be eqiupped, as a minimum, with tlie Iowa ff^"f!f^ equipment for 
prusaiy response vehicles. Iowa's essential equipment is outlined below: 

Iowa essential equipment for primary response vehides: 

1. Portabk suction apparatus with wide^xvettttxng and rigid pluuyng^ 

1 HandH)perated bif -vahe-asask unit with aduk, child, and inbnt size masks or separate uniu for each 
size (ano]g!9Bndenundvah«nuybeusedinlieuof theaduksizeunit). 

3. Oropharyngeal airways in aduk, child, and infant sizes. 

4. Portable oqigen equipment with pressure and liter Qow gauges. 

5. Oxygen nasal cannulas. 

6. Oxygen masks in adult child, and infant sizes (bduding a partial or nonrebreather adult size mask). 

7. Bite sticL 

8. Pocket mask or equivalent 

9. Large and small aerile dressings. 

10. Soft roller bandages. 
IL Tape of various sizes. 

12. Clean bum sheets (need not be Uerile). 

13. Occlusive dressing (occlusive gauze, plastic wrap, or dcGbriUator pads). 

14. Lower extremity traction splint. 

15. Extremity immobilizing device (board, ladder, or formable splint). 

16. Short spine board (or equivalent extrication device) and long spine board. 

17. Triangular bandages or slings. 

18. Shears and scissors. 

19. Sterile obstetrical kit. 

20. Aluminum foil or silver swaddler (or equivalent) to maintain infant body temperature. 

21. Ste thoscope and blood pressure cuff (adult size required with pediatric size recommended). 

22. Medical antishock trousers (adult size required with convertible or pediatric size recommended). 

23. Penlight or equivalent and fl*«»»«g>*t 

24. Rigid extrication collars (Philadelphia, stiff-neck or equivalent) in at least three basic sizes. 

Rotorcraft ambulances must be equipped, as a minimum, with the Iowa equipment for primary 

response vehicles (excluding lower extremity traction splints and long spine boards). 

Rescue service programs must, as a minimum, use primary response vehicles that meet the Iowa rescue and 
first response vehicle standards. When primary response vehicles are utilized in first response service 
programs, they shall, as a minimum, meet the Iowa rescue and first response vehicle standards (Appendix B). 
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Rescue and BrU retpooae service programs nust be equipped* is a ittnSm^ti ^ following equipmem: 

1. Bile slidL 

2. Pockel nask or equivalent 

3. Large and small sterile dressings. 

4. Soft roller bt'^ulages. 

5. Tape of various sizes. 

6. Clean bum sheeu (need JOI be aerile). 

7. Occlusive dressing (occlusive g^\ac^ plastic wrap, or defibrillator pads). 

8. Extremity immobilizing device (board, ladder or formable q>lint). 

9. Triangular bandages or slings. 

10. Shears and scissors. 

11. Sterile obstetrical kit 

12. Aluminum foil or silver swaddler (or equivalent) to twyintmm infant body temperature* 

13. Penligbt or equivalent and ^^■^'^^ght 

FR*D service programs must have, as 3 minimum, one automated, portable, batteiy-operated defibrillator 
equipped with a voicc/ECG recorder. 

Primary response vehicles used in EMT-D service programs must have, as a «f«»^«ntum, ooe wy^^f t ^ or 
automated, portable, battery-operated defibrillator equipped with a voice/ECG recorder. 

Primary response vehicles used in EMT-I service programs must have, as a one manual or 

automated, portable, baneryoperated defibrillator equipped with a voicc/ECG recorder. Primary response 
vehicles muu also have, as a minimum, the foUofwing iKH'lk>nal equipment and supplies: 
1. Alcohol or betadine wipe 
1 Imravenous fluids 

Lactated ringers 

S percent Dextrose in water 

3. Maaosdrip administration set 

4. Miaro-drip v<wit«*ittTatif>n set 

5. Tourniquet 

6. 16 pugc IV needle 

7. 18 gauge IV needle 

8. 20 gauge IV needle 

9. Tape of various sizes 

10. Esophageal airway 
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Primary rcfpooie vehicles used m EMT-P semoe progrims must luive, as a minim u m , one manual or 
automated, pftrtiMt, battery-operated defibrillator. Primary response vehicles must also have, as a minimum, 
the EMT-I required supplies listed above, and the following additional equipment and supplies: 

1. Required supplies: 

Endotracheal airways 
Laryngoscope 

2. Required drugs: 

Atropine sulfate 
Bretyfium tosylate 
Deitroie 50 ^oent iiyectabie 
Diazepam 
Dopaaune HQ 
Epinephrine HQ (1:10,000) 
Epinephrine HQ (1:1,000) 
Glucose paste 
Isoprolerenoi HQ 

lidocainc HCl (for bolus and infusion) 

Morphine sulfate 

Naknone 

Nitroglycerin tablets 
Sodium bicarbonate 
Syrup of ipecac 

Other drugs may be administered upon completioo of training and establishment of a written protocol approved 
by the medical direaor. 

Over-the-counter drugs may be administered by FR-D, EMT-D, EMT-1 or EMT-P service program personnel 
upon completioo oi training and cataNishmcnl of a written protocol approved by the medical direaor. 

All drugs must be f"ft'»>?*»^^ in acfordancr with the rules of the state board of ph imacy examiners. 
Accountability for drug exchange, distrtbution, storage, ownership, and security is subject to applicable state and 
federal requirements. The method of accountability must be described m a wrinen pharmacy agreement. 

Ambulance service programs must "*f*"»*«" a telecommunications system between the advanced emergency 
medical care provider and the source of their medical direction and other appropriate entities. Fsu response 
and rescue service programs must a telecommunications system between the advanced emergency 

medical care provider and the responding ambulance service and other appropriate entities. M 
ri>mmHf^*fatk^ equipment mutt be c^Mble of transmitting and receiving dear and understandable voice 
fi^mw^^Vn^VT*** to and from the service program*s communications base and all points within the service 
program's primary service . %ea. A«l fiwnmu"":?*"^^ must be conducted in an appropriate manner and on a 
frequency approved by the Federal Communications Commission, the state division of communicatioofi, and the 
Department of Public Health. 
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APPENDIX A 

Vehicle standards: 

Ground ambulance service programs must, as a mmimum, use primary response vehicles that meet the Iowa 
ambulance standards. These standards »e outlined below: 

Iowa ambulance standards: 

a. The vehicle shall be capable of a sustained speed ofnoi less than fifiy-five mph over dry, hard surfaced, 
level roads and shall be capable of pmnding a stable ride (bmng all weather conditions. 

b. The vehicle shall be capable of being driven for at least one hundred fifty miles before refueling. 

c. The, electrical system shall be equipped to inchuk, but shall not be limited to: 

(1) Dual twelve-volt batteries with equal ampere rating; 

(2) A one hundred thirty ampere alternator system; 

(3) Starting, lighting ignition, visualandaudible warning systems and an ampere meter or volt meter; 

(4) Owner specified electronics equipment; 

(5) Devices that inchtde master consoles locaud m the cab and patient compartments; and 

(6) Other owner specified accessory wiring. 

d All wiring devices, switches, outlets, etc (except circuit breakers) shall be raud to cany at least one 
hundred percem of the maximum ampere load for which the cimtit is protect^ Att electrical witing connectors 
and con trols shall be easily identifiable and readily accessible for checking and servicing without having to move 
equipment or supplies from their usual location within the vehicle. 

e. The electrical generating system shall be reliable at outside temperatures ranging from minus thirty deptes 
Fahrenheit to plus one hundred twenty defftes Fahrenheit to permit prompt suuting of all systems onboard the 
vehicle while driving to the scene, while idling at the scene for variable periods of time, and while driving from the 
scene to the hospUal with all systems at maxinmm capacity. The alterrutusr shall be capable of pwducing a 
minimum of one hundred thirty amperes at fifty percent of the engine's rated net hoaepawer RPhi rating. An 
alternator producing more than one hundred thirty amperes at fifty percent of the fitmished enpne's rated net 
horsepower RPM rating shall be used when the ampere load of all electrical equipment and accessories requires it. 
An auxiliary throttle shall be inchuied to control the RFMs of an idling engine. 

f A dual twelve*voh battery system with a labeled Irattery selector deyice" shall be fitmishetL The batteries 
shall not be raud less than three hundred seventy-five cold crtutking amperes at zero depees Fahrenheit with one 
hundred fifteen mirmtes reserve atpacity. 

g The engine cooling system shall be a closed, air free liquid state type with an overflow rectnwy tank and a 
coolant compensating system. The cooling system shall maintain the engjme at strfe operadng temperatures at all 
drivable altitudes and grades that may be encounured during vehicle use* 

h. All normal vehicU controls, switches and instrttmenu shall be clearly identified, within normal reach of 
the driver and visible by day or nig^ 

I. The specified patient compartment contrtAs, switches, and irutruments shall be panel mounted and 
located within normal reach of a seaud attendant facing the rear of the patient compartment forward of the primary 
patient's head. All patient compartment controls shall be clearly identified and visible by day or night. 

}. There shall be emergency ligfus that provide three hundred sixty tkffees of visibility and a siren capable of 
producing at least one hundred decibels at ten feet A public address system shall be included. 

k. There shall be an exterior ligftt over the rear loading door which shall be activated autorruuically when the 
door is opened and by a manual switch inside the vehicle. There shall be at least one clear whiu flood light on 
each side of the vehicle. 

I. There shall be two mounted spotlights or one hand-held spotlit 

m. The patient compartment size (including interior cabinet space) shall be a minimum of: 

( 1) Head room, sixty inches; 

(2) Length, one hundred sixteen inches; and 

(3) Width, sixty inches. 
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APPENDIX A (coot) 

n. Then shaU be an in-'ttne wygen system that includes, as a mi^^ an oxygen cyiimkr with a storage 
capacity of at least two thousand lUen located in a compartment which is vetoed to the oMide. The pressure 
gauge, regulator and corurol valve shall be ttadify accessible. In addition^ there shall be at least tme oxygen outlet 
accessible to the hettd cf the patiettt stretcher. 

o. An engbte vacuum with a rtservoir or electrically powered suction aspirator system with an air flow of at 
Uast thirty lUers per rtiimiuartd a vaatumt^mkttst three hundred nu^ 
tnourued yet readify accessible^ The uttit shtiU be etfuipped with large bost^ rwrildrtk^ 
semirigid, orvpharyrtgeat sttction tips (rtorunetallic) arut shaU be located in the patiera 

p. AU vehicles shaU be equipped wi»k a cornpleu climau control system(s^ air 
coruUdoris with a corrifortabk level of irmde tirrtperttmre in both driw attd p Thevanous 
systems for heating ventiladun, and air amdititming may be a separate or a corrtbmadon system which shall permit 
independent control of the environrttent within each compartmertL 

4. An inflated qntre tire tthd wheel tusembfyp identiail to those on Ae vehicle together with the necessary 
tools for tire changing may be carried, and if carried, preferably located outside the patient compartment 

r. All exterruil storage compartments shall be reatUfy accessible and weatherproofed. 

s. The t^ I modular urtit, the type II van unit, and the type Hi integral cab-modular unit shall be cf prime 
commercial qutdity metal or other material with strength at least etptivaletu to all-steel Wotkl shaU not be used for 
structural franung The exterior of the body shaU have a smooth firusK except for r%tb rttils, and shaU i^ 
provisions for doors and windows as specified. The ambulance body as a unit shall be tlesi^ted and built to 
prt)vide impaa arid pertetnttionresiaance, and shaU beef sufficient strtngfh to sup 

loaded vehicle tm its top t)r side if overturned, without cnuhin^ separadon of joirus^ tfrpermaneruly tief arming roof 
bow or reinforcements, bodyposts, doors, strainers, stringers, floor, inrter Unirtgis, otoer panels and other 
reinforcements. 

t Crash-stable tjuickreleau devices (Le^ seat belts, fasteners, etc) shall be available for the following: 

( 1) One driver arid one passenger in the front seat(sU 

(2) Oneaitet%ttantat the head of the primary patient stretcher; 

(3) Two padents on stretchers^ one patient on the primary stretcher and one on a backup stretcher (i.e., stair 
chair, httnging stretcher, etc); and 

(4) AdditioiusI equipment arui supplies as appropriate for the level service (medical care) provided. 

u. There shall be a de q uate space to mount radios and allow easy access for maintenance. The radio system 
shall allow for radio commurucations to all appropriate entities from the drivtfs compartment as well as the 
paderu compartmenL 

V. St^ety equipment shali include, but rued r%ot be limited to, flares (or ^equivalent) and a reatUly 
accessible five-pourtd ABC fire extinptisher. 



A-2 



392 



D-26 



APPENDIX B 



Iowa rescue and first response vehicle standards: 

a. The vehicle shaU be capable of a sustained speed of not less than fif^five mph over dry, hard surfaced, 
level roads etui shall be capable of providing a stabk ride ibiring all weather conditions* 
The electrical system shall be eqiupped to incbtde, but shall not be Smiud to: 

(1) A single twetva-voU battery (allhougft dual tvelve-volt baaeria with equal ampere rating would be 
preferable); and 

(2) Starting lighting iftition, visual and audible warning systems and an am^ 

c. AU wiring devices, switches, outlets, etc^ (except cinndt breakers) shall be raud to carry at least one 
hundred percem the maxirnum ampere load for which the drcuk U protect^ AO electrical wiring connectors 
and controls shall be easily identifiable and readily accessible for checking and servicing, 

d The electrical genenuing system shall be reliable at outside temperamres ranging from minus thirty deyees 
Fahrenheu to plus one hundred twenQ^ degrees Fahrenheit to permit prompt siardr^ of all systems onboard the 
vehicle. 



e. 



The cooling system shall maintain the engpie at safe opemting temperaturts at all drivable aldatdes and 
grades that may be encountered during vehicle use, 

f ^11 norrnalvehkk controls, switches and instnunantsshatt be clearly 
the driver and visible by day orniglu. 

g There shaU be emergency tights that provide three hundred sixty degrea of visibility and a siren capabU of 
producing at least one hundred decibels at ten feet A public address system shall be vncbided 

h. An inflaud spare tire and wheel assembly, identical to those on the vehicle, together with the necessary 
toois for tire changing may be carried 

L All external storage compartments shall be readily accessible and weatherproofed 

j. Crash'StabU quick release devices (Le., seat belts, fasteners, etc) shaU be available for the front seat 
occupants. 

L There ShaU be adequate space to mourn radios and allow easy access for rnaintenance. The mdio system 
shall allow for radio communications to all appropriate entities from the driver's compartment 

L Safety equipment shall include, but need not be Umited to, flares (or the equivalent) and a readily 
accessible five-pound ABC fire extinguisher. 
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INTRODUCTION 



This guide is composed of numerous laws and administrative niici relating directly or mdirectly to Emergency 
Medical Services (EMS). The guide is divided mto two sections - the first sect-Am includes excerpts or entire 
chapters from the Iowa Code (laws/statutes) - the second section include excerpts or entire chapters from the Iowa 
Administrative Code ("administrative rules"). 

It is unportant to note that this Summary often does not provide the entire text of a law or rule. Refer to the IOWA 
CQPE or the IOWA ADMI NISTRATIVE CODE for a complete text of a law or rule. Further, this Summary does 
not attempt to mterpret laws or rules and does not contain any information respecting Court dedsions which may 
have interpreted rules or laws or which may have developed or imposed standards of conduct. This Summary is not 
distributed as a substitution or replacement for mdividual legal counsel and is not mtended as a legal guide; rather, 
this Summary is distributed as a reference source. The Department of Public Health, EMS Section welcomes any 
suggestions, corrections or additions to this Summary. 

Because laws and rules are constantly changing, this guide can become outdated as soon as it is printed. A date has 
been provided at the bottom of each page as a reference. 
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piIRAL COMMUNITY DEVELO PMENT LOANS 
{Iowa Cods excerpts) 



1. The new infrastructure category contains projects which arc services or processes that do not currently 
meet the guidelines erf standard public works projects. These include, but are not limited to, cooimunication 
systems, day care, technology transfer adapUtion, medical dedsion-support ^ems, special transportation services, 
physical improvements under town square and main street programs, physical improvements to historic, art, and 
cultural sites and attractions, emergency medical services, speculative shell building built by a local community 
development organization, and other projects described in section 384. 24, subsection 4. 



22.7 Conndential records. 

The following public records shall be kept confidential, unless otherwise ordered by a court, by the lawful 
custodian of the records, or by another person duly authorized lo release such information: 

2. Hospital records, medical records, and professional counselor records of the condition, diagnosis, care, or 
treatment of a patient or former patient or a counselee or former counselee, including outpatient. However, 
confidential communications between a victim of sexual assault or domestic violence and the viaim's sexual rssault 
or domestic violence counselor are not subject to disclosure except as provided in section 236A.1. 



(73GA, SF2327) 28.120(7) 

Notwithstanding subsections 5 and 6, for the fiscal year beginning July 1, 1990, and ending June 30, 1991, five 
hundred thousand dollars is appropriated from the Iowa community development loan fund to the Iowa finance 
authority for an E911 financing program. For the fiscal year beginning July 1, 1991, and for each subsequent fiscal 
year, all moneys b the Iowa community development loan fund are appropriated lo the Iowa finance authority for 
the E911 financing program. 



a. In computing the compensation to be allowed a volunteer fire fighter, basic or advanced emergency medical 
care provider, or reserve peace officer, the earnings as a fire fighter, basic or advanced emergency medical care 
provider, or reserve peace officer shall be disregarded and the volunteer fire fighter, basic or advanced emergency 
medical care provider, or reserve peace officer, shall be paid an amount equal to the compensation the volunteer 
fire fighter, basic or advanced emergency medical care provider, or reserve peace officer would be paid if injured in 
the normal course of the volunteer fire fighter's, basic or advanced emergency medical care provider's, or reserve 
peace officer's regular employment or an amount equal to one hundred and forty percent of the statewide average 
weekly wage, whichever is greater. 

85.61 Definitions. 

In this and chapters 86 and 87, unless the context otherwise requires, the following definitions of terms shall prevail: 

1. ""Employer^ includes and applies to a person, firm, association, or corporation, state, county, municipal 
corporation, school corporation, area education agency, township as an employer of volunteer fire fighters and basic 
or advanced emergency medical care providers only, benefited fire districts, and the legal representatives of a 



CONFIDENITAL RECORDS 
{Iowa Code excerpts) 



COMMUNITY DEVELOPMENT LOANS FOR E911 
(Iowa Code excerpts) 



WORKERS' COMPENSATION 

{Iowa Code excerpts) 
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deceased employer. 'Emp,o\cr a.c! jots aivd applies to a rehabilitation facility approved for purchase of-scrvice 
contracts or for referrab by ihc dv'p:iri3;cnt of human services or the department of education. 

2. 'Worktr^ or V/tj/ * mcdos a person who has entered into the employment of, or works under conUact of 
service, express or implied, or apprtniio^ship. for an employer; an executive officer elected or appomted and 
empowered under and ic accordance v.ith the charter and bylaws of a corporation, including a person holding an 
official position, or siand.r.; m a r re^ciAuiive capacity of the employer; an official elected or appointed by the 
state, or a county, schoc i d.siricu area cuucaiion agency, municipal corporation, or city under any form of 
government; a member uf ihc luwa highway safety patrol; a conservation ofGccr; and a proprietor or partner who 
elects to be covered pursuant lo section 85.1A, except as spcdfied in this chapter. 

'Worker^ or 'employee' includes an inmate as defined in section 8539 and a person described in section 85.60. 

'Worker^ or 'employee' mcludes a basic emergen^' medical care provider as defined in section 147.1, or an 
advanced emergency medical care provider as defined in section 147A.1, only if an agreement is reached between 
the basic or advanced cmergcnc>' medical care provider, and the employer for whom the volunteer services are 
provided that workers* compcnsalion coverage under chapters 85, 85A, and 85B is to be provided by the employer. 
A basic or advanced esrrp.:.c> t^^S-zu) care provider who is a Vorker' or 'employee" under this paragraph is not a 
casual employee. 

5. The words 'Hnjury" or ""personal injury" shall be construed as follows: 

a. They shall mdudc death resulting from personal mjury. 

b. They shall not include e disease unless it shall result from the injury and they shall noi mdude an 
occupational disease as defined in section 85A.8. 

6. The words ''personal injury arising out of and in the course of the employment'' shall include injuries to 
employees whose services are being performed on, in, or about the premises which are occupied, used, or controlled 

the employer, and also L-jurii;s lo those who are engaged elsewhere in places where their employer's business 
required their presence and subjects ihem lo dangers incident to the business. 

Personal mjuries susuuned by a volunteer fire fighter arise in the course of employment if the injuries are 
sustamed at any time from the li:ne the volunteer fire fighter is summoned to duty as a volunteer fire fighter until 
the time the volunteer fire Hghier is discharged from duty by the chief of the volunteer fire department or the chiefs 
designee. 

Personal injuries :>U£tabc:d h\ bisic emergen^' medical care providers, as defined m section 147.1, or by 
advanced cmcrgencv medicd c^:c p.-o\:dcrs as defined in section 147A.1, arise in the course of employment if the 
injuries are sustained X Ln\ lir e fror;- the lircc the emergenc)' medical care providers are summoned to duty until 
the time those dulics have b-jcn fuiiy di^arged. 



nP^ CHIEF AlJTHORm' AT AK EMERGENCY 
{Iowa Code excerpts) 

lOOBJ {Sn40) Definilion 

1. As used b this chapter* "nrc deparin^cnt' means the fire department of a city, tov^ioship, or benefited fire district 
lOOB^ Authority at Fires and Other Emergencies 

2. A fire chief or other authorized ofnccr of a fire department who is in charge of a fue scene or other emergency 
scene which involves the prciectioi: of life or property, may direct an operation as necessary to extinguish or control 
a fire, perform a rescue operation, investigate the existence of a suspected or reported fire, gas leak, or other 
hazardous condition, or take any other action as deemed necessary m the reasonable performance of the 
department's duties. In ex:;rcisiiig this power, a fire chief may prohibit an individual vehicle, or vessel from 
approaching a fire or e!i;ergenc>* scene and may remove from the scene any object, vehicle, or vessel which may 
impede or interfere w»ilh the operations of the fire department The fire chief may remove from the scene any 
individual who is not usefully employed m extinguishing a fire, the resolution of an emergency, or the preservation 
of property. 
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100B3 Authority to Barricade 

3. The Grc chief or other authorized officer of the fire department in charge of a fire or emergency scene may place 
or erect ropes, guards, barricades, or instructions across a street, alley, or private property near the location of the 
fire or emergency so as to prevent accidents or interference with the fire fighting efforts of the fire department, to 
control the scene until any required investigation is complete, or to preserve evidence related to the fire or other 
emergency. 

100B«4 Traffic Control 

4. Notwithstanding a contrary provision of this chapter, if a peace officer is oo the scene, the peach officer is m 
charge of traffic control and a peace officer shall not be prohibited from performing the duties of a peace officer at 
the fire scene. 

100B3 Penalty 

5. A person who disobeys an order of a fire chief, other officer of a fire department, or peace officer assisting the 
fire department which is issued pursuant to scaion 100B.2 or 100B3, is guilty of a simple misdemeanor. 

c 

This bill pro^des that the fire chief or other authorized officer of a fire department may take charge of a fire or 
other emergcnc>' scene and keen pcrju^ns, vehicles, or vessels from inierfcring with the fire fighting activities or the 
resolution of the emergency. The fire chief may also secure by ropes, barricades, guards, or other obstructions, 
streets, alleys, or private properly near fire scene or emcrgenor' scene to preserve evidence to facilitate investigation, 
or to assist in the control and management of a fire or emergency scene. 

A violator is guilty of a simple misdemeanor which is punishable by a fine of not more than one hundred dollars c/r 
imprisonment for not more than thirty days. 



(23) Adopt rules which require all emergency medical services personnel, fire fighters, and law enforcement 
personnel to complete a minimum of two hours of training ainccrning acquired immune deficiency syndrome- 
related conditions and tlic prevention of human immun<xicficicncy virus in Tea ion. 

135.40 Collection and distribution of information. 

Any person, hospital, sanatorium, nursing or rest home or other organization may provide information, 
mterviews, reports, statements, memoranda, or other data relating to the condition and treatment of any person to 
the department, the Iowa medical society or any of its allied medical societies or the Iowa osteopathic medical 
association or any in -hospital staff committee, to be used in the course of any study for the purpose of reducing 
morbidity or mortality, and no liability of any kind or character for damages or other relief shall arise or be enforced 
against any person or organization by reason of having provided such information or material, or by reason of 
having released or published the findings or conclusions of 5uch groups to advance medical research and medical 
education, or by reason of having released or published generally a stmimary of such studies. 

135.41 Publication 

The department, Iowa medical society or any of its allied medical societies or the Iowa osteopathic medical 
association or any in-hospilal staff committee shall use or publish said material only for the purpose of advancing 
medical research or medical education in the interest of reducing morbidity or mortality, except that a summary of 
such studies may be released by any such group for general publication. In all events the identity of any person 
whose condition or treatment has been studied shall be confidential and shall not be revealed under any 
circumstance. A violation of this section shall constitute a simple misdemeanor. 
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135.42 Unlanfuluae. 

All infonnalioQ, mterviews, reports, statements, memorandi, or oCber data furnished in accordance iMth this 
division and any findings or conclusions resulting firom such studies shall not be used or offered or received in 
evidence in any legal proceedings of any kind or character, but nothing contained herem shall be construed as 
affecting the admissibility as evidence of the primary medical or hoi^ital records pertaining to the patient or of any 
other writing, record or reproduction thereof not contemplated by this division^ 

135H.10 (72GA, SF 2157) Conndentlal ReporU and imattttltkt 

1. Reports, information, and records submitted and maintained pursuant to this chapter are strictly confidential 
medical information. The information shall not be released, shared with an agen<7 or institution, or made public 
upon subpoena, search warrant, discovery proceedings, or by any other means except under any of the following 
circumstances: 

a. Release may be made of medical or efMdemiological information for statistical purposes m a manner such 
that no individual person can be identified. 

b. Release may be made of medical or epidemiological informafioo to the extent necessary to enforce the 
provisions of this chapter and rebted rules concerning the treatment, control, and mvestigation of human 
immunodeficiency virus infection by public health officials. 

c Release may be made of medical or epidemiological icformation to medical personnel in a medical 
emergency to the extent necessary to protect the health or life of the named party. 

2. An officer or employee of the state or local department of health or a person making a report pursuant to this 
chapter shall not be examined in any judicial, executive, legislative, or odier proceeding as to the esdstence or 
content of an individual report made pursuant to this dupter. 

3. Reports, information, and records contain the identity of persons except reports, information, and 
records necessary to honor the requests made pursuant to section 13SH.8 shall be destroyed immediately after the 
extraction of statistical data and completion of contact identifia tion or in no event kmger than six montk fiom the 
date the report, information, or record was received. 

4. A person making a report in good faith pursuant to this chapter is immune from any liability, civil or criminal, 
which might otherwise be incurred or imposed as a result of the report 

5. For purposes of this section, *good faith' means objectively reasonable, and not in violation of clearly 
established statutory rights or other rights of a person ^ch a reasonable person would know or should have 
known. 

1351 J (72GA, SF2294) ConndenUailty of Records. 

1. A person possessing information regulated by this chapter shall not disclose the identity of any other person 
upon whom an HI V-related test is performed or the results of such a test in a manner which permits identification 
of the subject of the test, except to any of the following persons: 

a. The subject of the test or the subject's legal guardian subject to the provisions of section 13SI.2, subsection 6, 
when applicable. 

b. Any person who secures a written release of test results executed by the subject of the test or the subject's 
legal guardian. 

a An authorized agent or employee of a health facility or health care provider if the health facility or health care 
provider ordered or participated m the testing or is otherwise authorized to obtain the test results, the agent or 
employee provides patient care or handles or processes spedmens of body fluids or tissues, and the agent or 
employee has a medical need to know such information. 

d. Licensed medical personnel providing care to the subject of the test, when knowledge of the test results is 
necessary to provide care or treatment 

1351.4 (72GA, SF2294) 

1. A person who violates a provision of section 13SI2 or USI3, is subject to a dvil penalty not to exceed one 
thousand dollars for each violation. Civil penalties collected pursuant to this subsection shall be forwarded to the 
treasurer of the state for deposit in the general fund of the state. 

2. A person aggrieved by a violation of this chapter shall have a right of action for damages m district court. 
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(Iowa Code excerpts) 

141.1 Lead agency. 

The Iowa department of public health is designated as the lead agency in the coordination and implementation of 
the state comprehensive acquired immu9€ deficiency syndrome (AIDS)-related conditions prevention and 
mtervention plan. As used in this subchapter, "acquired immune deficiency syndrome^iated conditions'' or ''AIDS* 
related conditions'* means human immunodeficiency vims, acquired immune deficiency syndrome, acquired inunune 
deficiency syndrome-related complex, or any other condition resulting from the human immunodeficiency virus 
infection. 



1413 Public and professional education 

1. The lovsra department of public health shall, in coc^ration with the department of education and other 
agencies, organizations^ coalitions, and local health departments, develop and implement a program of public and 
professional AIDS-related education. 

2. The program of public and professional AIDS-related education shall include the following components: 

a. Pertinent AIDS-rclated conditions information directed toward individuals who are at risk for an AIDS- 
related condition. 

b. Pertment AIDS-related conditions information directed toward all providers of health care. 

c. Pertinent AIDS-rclatcd conditions information directed toward the general pubic. 



ERIC 



141.6*Partner notification program - human immunodefkieaTy virus (HIV) • crime. 

1. The Iowa departmeiit of poblic health shall implemf at, as a part of the comprehensive AIDS prevention 
and intervention plan, a partner notification program for persons known to have tested positive for the human 
immunodefidcncy vims infection, be^nning September 1, 1988. 

2. The Iowa department of public health shall initiate the program at alternative testmg and counseling sites 
and at sexually transmitted disease clinics. 

3. In administering the program, the Iowa department of public health shall provide for the following: 

a. A person who tests positive for the human immunodefiency virus infection shall receive posttest counseling, 
during which time the pei^on shall be encouraged on a strictly confidential basis to refer for counseling and human 
immunodeficiency virus testing any person with whom the person has had sexual relations or has shared intravenous 
equipment. 

b. If, following couiiseling, a person who tests positive for the human immunodeficiency virus infection 
chooses to disclose the identity of any sexual partners or persons with whom the person has shared mtravenous 
equipment, the physician or health practitioner attending the person shall obtain written consent which 
acknowledges th^t the person is making the disclosure voluntarily. 

c The physician or health practitioner attending the person shall forward any written consent forms to the 
Iowa department of public health. 

d. Devise a procedure, as a part of the partner notification program, to provide for the notification of an 
identifiable third party who is a sexual partner of or who shares intravenous equipment with a person who has tested 
positive for the human immunodeficiency virus, by the department or a physician, when all of the following 
situations exist:. 

(1) A physician for the infected person is of the good faith opinion that the nature of the continuing contact 
poses an immment danger of human immunodeficiency virus infection transmission to the third party. 

(2) When the physician believes m good faith that the infected person, despite strong encouragement, has not 
and will not warn the third party and will not participate in the voluntary partner notification program. 

Notwithstandmg subsection 4, the department or physician may reveal the identity of a person who has tested 
positive for the human immunodeficiency virus infection pursuant this subsection only to the extent necessary to 
protect a third party from the direct threat of transmission. Notification of a person pursuant to this paragraph is 
subject to the disclosure provisions of section 141.23, subsection 3. This subsection shall not be mterpreted to create 
a duty to warn tiurd parties of the danger of exposure to human immunodeficiency virus through contact with a 
person who tests positive for the human immunodeficiency virus infection. 

Prior to notification of a third party, the physician proposing to cause the notification to be made shall make 
reasonable efforts to inform, m writing, the person who has tested positive for the human immunodeficiency virus 
infection. The written information shall state that due to the nature of the person's continuing contact with a third 
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party, the physician is forced to take action to provide nodficatioQ to the third party. The phywdan, when 
reasonably possible, shall provide the following information to the person who has tested positive for the human 
immunodeficiency virus infection: 

(a) The nature of the disclosure and the reason for the disclosure. 

(b) The anticipated date of disclosure. 

(c) The name of the party or parties to whom disclosure is to be made. 

The departn.<;nt shall adopt rules pursuant to chapter 17A to amplemeot this paragraph. The rules shall prornde 
a detailed procedure by which the department a physician may directly notify an endangered third party. 

4. In making contact the Iowa department of puUic health shall not disclose the identity of the person who 
provided the names of the persons to be contacted and shall protect the confidentiality of persons conUcted. 

5. The Iowa department of public hedlh may delegate its partner notification duties under this section to local 
health authorities unless the local authority refuses or neglects to conduct the contact tracing program in a manner 
deemed to be effective by the Iowa department of public health. 

6. A person who violates a confidentiality requirement of subsection 1, 2, 3, 4, or 5 is guilty of a class "D* 
felony. 

141.9 Duties of public health offtiial^ 

1. Slate and local health officers shall bvcstigate sources of human immunodeficiency vims infection and shall 
use every appropriate means to prevent the spread of the disease. 

2. The Iowa department of public health shall do all of the following: 

a. Provide consultation to agencies and organizations regarding appropriate policies for testing, education, 
confidentiality, aiul infection control 

b. Conduct health information programs for the public relatmg to hunun immunodefidenqr virus infiKtioQ, 
including information about how the infection is transmitted and can be prevented. The department shall prepare, 
for free distribution, printed information relating to human immunodeficiency virus infection and prevention. 

c ProWde educational programs concerning human immunodeficiency virus infection in the work-place. 

A Develop and implement human immunodeficiency virus education risk-reduction programs for specific 
populations at high risk for infection. 

e. In cooperation with the department of educaticm, develop and update a medically correct acquired immune 
deficiency syndrome prevention curriculum for use at the discretion of secondary and middle schools. 
School districts shall provide every elementary and secondary school student, with parental consent, education 
concerning human immunodeficiency virus infection and acquired immune defidenqr syndrome and its prevention. 

141.10 Confidential reports and immunities. 

1. Reports, information, and records submitted and maintained pursuant to this subchapter are strictly 
confidential medical information. The information shall not be released, shared with an agenqr or institution, or 
made public upon subpoena, search warrant, discovery proceedings, or by any other means except under any of the 
following circumstances: 

a. Release may be made of medical or epidemiological information for stitistiral purposes in a manner such 
that no individual person can be identified. 

b. Release may be made of medical or epidemiological information to the extent necessary to enforce the 
provisions of this subchapter and related rules concerning the treatment, control, and mvestigation of human 
immunodeficiency virus infection by public health officials. 

c Release may be made of medical or epidemiological information to medical personnel in a medical 
emergency to the extent necessary to protect the health or life of the named party. 

d. Release may be made of test results concerning a patient pursuant to procedures established under section 
141.6, subsection 3, paragraph *d'. 

2. An officer or employee of the sUte or local department of health or a person making a report pursuant to 
this subchapter shall not be examined m any judicial, executive, legislative, or other proceeding as to the exist en c e or 
content of an individual report made pursuant to this subchapter. 

3. Reports, information, and records which contam the identity of persons except reports, information, and 
records necessary to honor the requests made pursuant to section 141.8 shall be destroyed immediately after the 
extraction of statistical data and completion of contact identification or m no event longer than six months from the 
date the report, information, or record was receWed. 
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4. A person making a report in good faith pursuant to this sidKhapter is immune from any liability, civil or 
criminal) which might otherwise be incuned or imposed as a result of the report 

For purposes of this section, ""good faith " means objectively reasonable, and not in violation of clearly 
esUblished statutory rights or other righte of a person which a reasooabb per«« 

known« 

A phyddan or health care practitioner attending a person lAo tesU positive for the human immunodefiaenqr virus 
infection has no duty io disclose to or to warn third parties of the dangers of eiposure to human unmunodefidency 
\inis infection throi^ conUct with that person and is unmune from any liability, dvil or criminal, for failure to 
disclose to or warn third parties nf the condition of that person. 

141.11 through 14120 Reserved. 

14121 DefinlUons. 

As used in this subchapter, unless the context otherwise requires: 

1. "AIDS" means acquired immune deficiency syndrome as defined by the centers for disease control of the United 
States department (A health and human services. 

2. "ARC" means an AIDS-related complex as defined by the centers for disease control of the United States 
department of health and human services. 

3. 'Department' means the Iowa department of public health. 

4. "^Health care provider** means a person providing health care services of any kind. 

5. ""Health facility'' means a hospital, healdi care facility, dinic, blood bank, Wood center, sperm bank, laboratory 
organ transplant center and procurement agency, Oi* other health care institutkML 

6. "ifiV** means the human immunodefidency virus identified as the causative agent of AIDS. 

7. WKvvtofJ tor means a test for the antibody or antigen to HW. 

8. ""Legal guardian ^ also means a person appointed by a court pursuant to chapter 633. In the case of a minor, ""legal 
guardian" also means a parent or other person responsible for the care of the minor. 

9. ""Release of test results"" means a written authorization for disdosure of HIV-related test results which is Signed 
and dated, and which spcdfies to whom disdosure is authorized and the time period during which the release is to 
be effective. 

141 J2 TesUng. 

1. Prior to withdrawing blood for the purpose of performing an HI V-related test, the subject of the test or the 
subject's legal guardian, except when the provisions of subsection 6 apply, shall be provided with preliminary 
counseling which shall indude but is not limited to the following: 

a. An e?q>lanation of the test, mduding the test's purposes, potential uses, limitations, and the meaning of both 
positive and negative results. 

b. An explanation of the nature of AIDS and ARC, mduding the relationship between the test results and the 
diseases. 

c An explanation of the procedures to be followed, induding the fact that the test is entirely voluntary and 
can be performed anonymously if requested. 

d. Information concerning behavioral patterns known to expose a person to the possibility of contracting 
AIDS and methods for minimizing the risk of exposure. 

2. A person seeking an HIV-related test shall have the right to remain anonymous. A health care provider 
shall provide for the anonymous administration of the test at the subject's request or shall confidentially refer the 
subject to a site which provides anonymous testing. 

3. At any time that a subject is informed of test results, counseling concerning the emotional and physical 
health effects shall be initiated. Particular attention shall be ^ven to explaining the need for the precautions 
necessary to avoid transmitting the virus. The subject shall be given information concerning additional counseling. 
Any additional testing that is advisable shall be explained to the subject and arrangements for the testing shall be 
made. 

4. Prior to withdrawing blood for the purpose of performing «n HTV-related test, the subject shall be ^ven 
written notice of the provisions of this section and of section 141.6, subsection 3, paragraph "d". 
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5. Notwithstasdicg subsections 1 through 4, the provisions of this sec^ do not apply to any of the following: 

a. The performance by a health care provider or health facility of an HIV-related test "^i^hen the health care 
provider or health facility procures, processes, distributes, or uses a human body part donated for a purpose 
specified under the Uniform Anatomical Gift Act, or semen prowdcd prior to July 1, 1988, for the purpose of 
artificial insemination, or donations of Mood, and such test is necessary to assure medical acceptability of such gift 
or semen for the purposes intended. 

b. The performance of an HIV-related test by licensed medical personnel m medical emergencies when the 
subject of the test is unable to grant or withhold consent, and the test results are necessary for medical diagnostic 
purposes to provide appropriate emergency care or treatment, except that post-test counseling shall be required 

c A person engaged in the bwuness of insurance who is subject to section SQS.16. 

6. A person may apply for voluntary treatment, contraceptive services, or screening or treatment for AIDS 
and other sexually transmitted diseases, Meetly to a licensed physician and surgeon, an osteopathic physician and 
surgeon, or a family planning clinic Notwithstanding any other provitton law, if the person seeking the treatment 
is a minor who has personally made apphcation for services, screening, or treatment, tbr/fact that the minor sought 
services or is receiving serwces, screening, or treatment shall not be reported or disclosed, except for statistical 
purposes. Notwithstanding any other provision of law, however, the minor shall be informed prior to testing that 
upon confirmadon according to previ^ling medical tedmology of a positive test result the minor's legal guardians 
required to be informed by the testing facility. Testing facilities where minors are tesi^ shall have available a 
program to assist minors and legal guardians with the notification process which emphasizes the need for family 
support and assisU m making available the resources necessary to accomplish that goal However, a testing facility 
which is precluded by federal statute, regulation, or center for disease control guidelines, from informing the legal 
guardian is exempt &om the notification requirement, but not from the requirement for an a ssi s tan ce program. The 
minor shall pvt written consent to these procedures and to receive the services, screening, or treatment Sudi 
consent is not subject to later disaffirmance by reason of mmority. 

7. When submitted the department shaU review and approve pamphlets containing the mformation required 
to be provided to a subject or the subject's legal guardian pursuant to subsection L The department shall also 
prepare a model pamphlet containing this information. This subsection does not require submission of all 
pamphlets cont^ning the required information to thf department for approval 

141«23 Confidentiality of records. 

1. A person possessing information regulated by this chapter shall not disclose the identity of any other person 
upon whom an HIV-rclatcd test is performed or the rcsulU of such a test in a manner which would permit 
identification of another person and a person shall not be compelled to disclose the identity of any person upon 
whom an HTV-rclated test is performed, or the results d the test in a manner which permits identification of the 
subject of the test, except to any of the foUov^ng persons: 

a. The subject of the test or the subject's legal guardian subject to the provisions ot section 14122, subsection 
6, when applicable. 

b. Any person who secures a written release (rf test results executed by tie subject of the test or the subject's 
legal guardian. 

c An authorized agent or employee of a health facility or health care provider if the health facility or health 
care provider ordered or participated in the testing or is otherwise authorized to obtam the test results, the agent or 
employee provides patient care or handles or processes specimens of body fluids or tissues, and the agent or 
employee has a medical need to know such information. 

d. Licensed medical personnel providing care to the subject of the test, when knowledge of the test results is 
necessary to provide care or treatment 

e. The department in accordance with reporting requirements for an HTV-related condition. 

f. A health facility or health care provider whic^ procures, processes, distributes, or uses a human body part 
from a deceased person with respect to medical information regarding that person, or semen provided prior to July 
1, 1988, for the purpose (A artifidal insemination. 

g. A person allowed access to a record by a court order which is issued in compliance with the following 
provisions: 

(1) There is a court finding that the person seeking the test results has demonstrated a compelling need for the 
test results which cannot be accommodated by other means. In assessing compelling need, the court ^all weigh the 
need for disclosure against the privacy interest of the test subject and the pubUc interest which may be disserved by 
disclosure due to its deterrent effect on future testing or due to its effect in leading to discrimination. 
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(2) Pleadings fi;!i Lraning to dLsciojiure of test re .ults shrill subr^titutc a pscudon^tn for the true .:: \ 
subject of the test. The disclosure to the parties of the suhjjtct's iniv came shall be communicatrd :eniially. in 
documents not flled with the court. 

(3) Before granting an order, tht^ court shall provide the per:>OR whose test results are in quesvion vnih notice 
and a reasonable opportunity to participate b the proceedings if the person is not already a party. 

(4) Court proceedings as to disclosure of test results shall be conducted in camera unless the subject of the test 
agrees to a hearing m open court or unless the court determines that a public bearing is necessary to the public 
mterest and the proper admimstration of justice. 

(5) Upon the issuance of an order to disclose test results, the court shall impose appropriate safeguards against 
unauthorized disclosure, which shall specify the persons who may gain access to the information, the purposes for 
which the information shall be used, and appropriate prohibitions on future disclosure. 

h. An employer, if the test is authorized to be required under any other provision of law. 

2. A person to whom the results of an HIV-related test have been disclosed pursuant to subsection 1 shall not 
disdosr the test results to another person except as authorized by subsection 1, or by a court order issued pursuant 
to subsection 1. 

3. If disclosure is made pursuant to this section, the disclosure shall be accompanied by a statement in writing 
which mcludes the following or substantially similar language: "This information has been disclosed to you from 
records whosr confidentiality is protected by state law. State law prohibits you from making any further disclosure 
of the information without the specific written consent of the person to ^om it pertains, or as otherwise permitted 
by law. A general authorization for the release of medical or other information is not sufficient for this piupose." 
An oral disclosure shall be accompanied or followed by such a notice within ten days. 

14123A-£mergency Respondcr Testing Program. 

If a person m the course of responding to an emergency renders aid to an mjured person and becomes exposed to 
bodily fluids of the mjured person, that emergency responder shall be entitled to HTV testing in accordance with the 
latest available medical technology to determine if infection with the human immunodeficiency virus has occurred. 
The costs of the test shall be paid for through the expenditure of funds appropriated to the department for AIDS- 
related activities. 

141^4^Remedles and penalties. 

1. A person who violates a provision of section 141.22 or 141.23, is subject to a civil penalty not to exceed one 
thousand dollars for each violation. Civil penalties collected pursuant to this subsection shall be forwarded to the 
treasurer of the state for deposit in the general fimd of the state. 

2. A person aggrieved by a violation of this subchapter shall have a right of action for damages in district 
court. 

3. An action under this subchapter is barred unless the action is commenced within two years after the cause 
of action accrues. 

4. The attorney general may maintain a civil action to enforce this subchapter. 

5. This subchapter does not limit the rights of the subject of an HIV-related test to recover damages or other 
relief under any other applicable law. 

6. This subchapter shall not be construed to impose civil liability or criminal sanction for disclosure of HIV- 
related test results in accordance, with any reporting requirement for a diagnosed case of AIDS or a related 
condition by the department or the centers for disease control of the United States public health service. 

141^5 Rules for enforcement - contagious and infectious diseases. 

The department shaU adopt rules pursuant to chapter 17A to implement and enforce this subchapter. The rules 
may mclude procedures for taking appropriate aaion with regard to health facilities or health care providers which 
violate this subchapter or the rules adopted pursuant to this subchapter. 
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The department shall adopt rules pursuant to chapter 17A which require that if a health care provider attending 
a person prior to the person's death determines that Ae person sufifercd from or was suspected of suffering from a 
conta^ous or infectious disease, the health care provider shall place with the remains written notification erf the 
condition for the information of any person handling the body of the deceased person subsequent to the person's 
death. 

The department, in cooperation with the department of puWic safety, and persons who represent those who 
attend dead bodies shall establish for all emergency medical providers mduding paramedics, ambulance personnel, 
physicians, nurses, hospital personnel, first respondent peace oCBcers, or fireC^ters, who provide emergency care 
services to a person, and shall esublish for all persons \Ao attend dead bodies, protocol and procedures for the u«^. 
of universal precautions to prevent the transmission of contaigious and infectious diseases. 



L1FE>SILSTA!NTNG PROCEDURES 
{Iowa Code excerpts) 

144A.7 Procedure In absence of dedaratioa. 

1. Lifc-sustaining procedures may be withheld or withdrawn from a patient who is in a terminal condition and 
who is comatose, mcompetent, or otherwise physically or mentally incapable of communication and has not made a 
declaration m accordance with this chapter if there is consulUtion and written agreement for the withholding or the 
withdrawal of lifc-sustauning procedures between the attending physician and any of the foUowng individuals, irfio 
shall be guided by the express or implied mtcntions of the patient, in the following order of priority if no individual 
in a prior class is reasonably available, willing, and competent to act: 

a. The attorney in fact designated to make treatment deci^ons for the patient should such person be 
diagnosed as suffering from a termmal condition, if the designation is m writing and complies with section 633.705. 

b. The guardian of the person of the patient if one has been appomted, provided court approval is obtained m 
accordance with section 633.635, subsection 2» paragraph "c". This paragraph docs not require the appomtment of a 
guardian in order for a treatment decision to be made under this section. 

c The patient's spouse. 

d. An adult child of the patient or, if the patient has more than one adult child, a majority of the adult children 
who are reasonably available for consultation. 

e. A parent of the patient, or parents if both are reasonably available. 

f. An adult sibling. 

2. When a decision is made pursuant to this section to withhold or withdraw life-sustaining procedures, there 
shall be a witness present at the time of the ccrosultation when that dedsior. is made. 

3. Subsections 1 and 2 shall not be m effect for a patient who is known to the attending phy^cian to be 
pregnant with a fetus that could develop to the point of live birth with continued application of Itfc-suslaining 
procedures. However, the provisions of this subsection do not impair any existing rights or responsibilities that any 
person may have in regard to the wihholding or withdrawal of life-sustaining procedures. 



p ygir EMERGENCY M EDICAL CARE 

{Iowa Code excerpts) 

147.1 Dcnnltioni. 

For the purposes of this and the following chapters of this title: 

4. "Department*' shall mean the Iowa department of public health. 

7. 'Basic emergency medical cart provider^ means a first responder, emergency rescue technician, or 
emergency medical technidan-ambulance as defined m section 147.1, subsections 9, 10 and 11. 

9. 'First responder^ means an mdividual trained in patient-stabilizing techniques, through the use of initial 
basic emergency medical care procedures and skills prior to the arrival of an ambulance or rescue squad, pursuant 
to rules established by the department, and who is currently certified as a first responder by the department. 
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10. ""Emergency rescue UchniciarC means an mdividual trained in various rescue techniques including rescue 
from heights and depths, extrication from autc»nobiles, agricultural rescue, and rescue from water acd special 
hazards, pursuant to rules established by the department, and who is currently certified as an emergency rescue 
technician by the department. 

11. ""Emergency medical technician-ambulance'* means an individual trained in patient assessment, the 
recognition of signs and symptoms regarding iUness or injury, and the use of proper procedures when rendering 
basic emergency medical care, pursuant to rules established by the departmnt» and wbo is currently certified as an 
emergency medical technician-ambulance by the department 

147*161 Training and certification of first respondent enicrfaMy rcaaie tocknidai^s, and emergency aMdicaJ 
techniciansHunbulancc* 

The department shall establish rules pursuant to tius chapter for the training and certification of first responders, 
emergency rescue technicians, and emergency medical technictans-ambulance as defined under section 147.1. 



BASIC EMERGENCY MEDICAL CARE 
(Also see Iowa Administrative Code 641--€hapter 132) 

ADVANCED EMERGENCY MEDICAL CARE 
(Entire Statute) 

147AJ Definitions* 

As used in this chapter, unless the context otherwise requires: 

1. ^Advanced emergency medical care** means such medical procedures as: 

a. Administration of intravenous solutions. 

b. Intubatirn. 

c. Perform: jice of cardiac defibrillation and synchronized cardioversion. 

d. Administration of emergency drugs as provided by rule by the board. 

e. Any other medical procedure approved by the board, by rule, as appropriate to be performed by advanced 
emergency medical care providers who have been trained in that procedure. 

2. **EMT" is an abbreviation used in lieu of the term "emergency medical technician". 

3. ^'Advanced emergency medical care provider^ means an individual trained to provide advanced emergency 
medical care at the first -responder-defibrillation, EMT-defibrillalioo, EMT-intennediate, EMT-paramedic level or 
other certification levels adopted by rule by the board, who has been issued a certificate by the board. 

4« '"Director^ means the director of the Iowa department of 
public health. 

5. ''Department'' means the Iowa department of public health. 

6. "Board" means the board of medical examiners appointed pursuant to section 147.14, subsection 2. 

7. "Physician" means an mdividual licensed under chapter 148, 150, or 150A. 

147A:2 Council established - terms of office* 
Repealed 

147AJ Meetings of the council - quorum - expenses* 
Repealed 
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147A.4 Rulemaking authority. 

1. The department shall adopt rules required or authorized by this chapter pertaining to the operation of 
ambulance, rescue, and first response services which have received authorization under section 147A3 to utilize the 
services of certified advanced emergency medical care providers. These rules shall include, but need not be limited 
to, requirements concerning physician supervision, necessary equipment and staffmg, and reporting by ambulance^ 
rescue, and first response services which have received the authorization pursuant to section 147A^. 

2. The board shall adopt rules required or authorized by this chapter pertaining to the examination and 
certification of advanced emergency medical care providers. These rules shall mclude, but need not be limited to, 
requirements concerning prerequisites, training, and experience for advanced emergency medical care providers and 
procedures for determining when individuals have met these requirements. 

The board shall establish the fee for the exammation of the advanced emergency medical care providers to cover 
the administrative costs of the examination program. 

147AJ Applications for advanced emergency medical care services • approval - denial, probation, fuspcnsion or 
revocation* 

1. An ambulance, rescue, or first response service in this state that desires to provide advanced emergency 
medical care in the prehospital setting, shall apply to the department for authorization to establish a program 
utilizing certified advanced emergency medical care providers for delivery of the care at the scene of an emergency, 
during transportation to a hospital, or while in the hospital emergency department, and until care is directly 
assumed by a physician or by authorized hospital personnel 

2. The department shall approve an application jubmitted in accordance with subsection 1 when the 
department is satisfied that the program proposed by the application will be operated m compliance with this 
chapter and the riiles adopted pursuant to this chapter. 

3. The department may deny an application for authorization to establish a program utilizing the services of 
certified advanced emergencv* medical care proridcrs, or may place on probation, suspend, or revoke existing 
authorization if the department finds reason to believe the program has not been or will not be operated in 
compliance with this chapter and the rules adopted pursuant to this chapter, or that there is insufficient assurance of 
adequate protection for the public. The denial or period of probation, suspension, or revocation shall be effected 
and may be appealed as provided by section 17A.12. 

147 A-6 Advanced Emergenc) Medical Care Provider Certificates - renewal. 

1. The board, upon application and receipt of the prescribed fee, shall issue a certificate attesting to the 
qualifications of an individual who has met ail of the requirements for advanced emergency medical care provider 
certification esiablisbed by the rules adopted under section 147A.4, subsection 2. 

2. Advanced emergency medical care provider certificates are valid for the multiyear period detenmncd by the 
board, unless sooner suspended or revoked. The certificate shall be renewed upon application of the holder and 
receipt of the prescribed fee if the holder has satisfactorily completed continuing medical education programs as 
required by rule. 

147A.7 DeniaU suspension or revocation of certificates - hearing - appeal* 

1, The board may deny an application for issuance or renewal of an advanced emergency medical care provider 
certificate, or suspend or revoke the certificate when it fmds that the applicant or certificate holder is guilty of any of 
the following acts or ofi'enses: 

a. Negligence m performing authorized services. 

b. Failure to follow the directions of the supervising physician. 

c. Rendering treatment not authorized under this chapter. 

d. Fraud in procuring certification. 

e. Professional incompetency. 

f. Knowingly making misleading, deceptive, untrue or fraudulent representation in the practice of a profession 
or engaging in unethical conduct or practice harmful or detrimental to the public. Proof of actual mjury need not be 
established. 

g. Habitual mtoxication or addiction to the use of drugs. 

h. Fraud in representations as to skill or ability. 

I Willful or repeated violations of this chapter or of rules adopted pursuant to this chapter. 
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j. Violating a statute of this state, another state, or the United States, without regard to its designation as either 
a felony or misdemeanor, which relates to the practice of an advanced emergency medical care provider. A copy of 
the record of conviction or plea of guilty Ls conclusive evidence of the violation. 

k. Having certification to practice as an advanced emergency medical care prowder revoked or suspended, or 
having other disciplinary action taken by a licensing or certifying authority of another state, territory, or country. A 
certified copy of the rca)rd or order of suspension, revocation, or disciplinary action is conclusive or prima fade 
e^ddcnce. 

2. A determination of mental incompetence by a court of competent jurisdiction automatically suspends a 
certificate for the duration of the cerlificatc uxile<;s the board orders otherwise. 

3. A denial, suspension or revocation under this section shall be effected, and may be appealed m accordance 
with the rules of the t>oard established piirsuam to chapter 258A, 

147 Authority of certified advanced emcrv.cncy ine;?jcaf care proildcr. 

An advanced emergency medical care provide: prrneri}' certifi^ under this chapter may: 

1, Render advanced cmcrgcncv* medio?! C4irc» rescue, and iifcsaving services in those areas for which the 
advanced emergency medical care proviclc: Ls ccniH-d. as u^^f.ned arc approved in accordance with the rules of the 
board, at the scene of an emerccnc>\ during*. :ran^o<>r:auon to a ho.^piiiJ or while in the hospital emergency 
department, and uniil care is directly as«<,--^ •.^h'^lcLii-. iL'iliorlzcd hospital personnel. 

2. Function in any hospital v,hcr.: 

a. Enrolled as a sludcn: or pariic:oj::r..: as i- j>-'cc:ptor ii: z ii program approved by the board; or 

b. Fulfilling continuing cducalior ret-ii rcmcnt.*.. a- defmco b; rule: or 

c. Employed by or assigned to a hospilai a.s a member of an autliorizcd ambulance, rescue, or first response 
service, by rendering lifesaving services b the facility in which employed or assigned pursuant to the advanced 
emergency medical care provider's certification and under the direct supervision of a physician or registered nurse. 
An advanced emergency medical care provider shall not routinely function without the direct supervision of a 
physician or registered nurse. Hov.'cvcr, when the physician or regLsicred nurse cannot directly assume emergency 
care of the patient, the advanced emergency medical care provider rr ..y perform without direct supervision 
advanced emergency medical care proeeciires for which that individual is certified if the life of the patient is in 
immediate danger and such care Is required to preserve the patient's life; or 

d. Employed by or assigned to a hospital a.s a n- ember of an aulhoriy^d ambulance, rescue, or first response 
service to perform non-lifesa\ing proeediTCs (or \\r\ch - hose individuals have been trained and are designated in a 
written job dc.^c^ipl}on. S*jc;. ^r(Kedu«''^^ rr:*; Ik : -l >rmL'J a^^er the palienl i.s observed by and when the advanced 
emergency medical care provider I^ unti-.-M.-i;. sut^. r Imo'^ r»hv5.';-.an or registered nurse and where the 
procedure may be inimediaiel;. ananJu>.'v.i 'vi^lioji ri.s*>. to the panen:. 

147A«9 Remote supervision of advanced emergency medical care providers - emergency communkation failure - 
authorization of immediate lifesaving procedures. 

1. When voice contact or a telemetered electrocardiogram is monitored by a physician or physician's designee, 
and direct communication Ls maintained, an advanced emergency medical care provider may upon order of the 
monitoring physician or upon standing orders of a physician transmitted by the monitoring physician's designee 
perform any advanced emergency medical care procedure for which that advanced emergency medical care provider 
is certified. 

2. If communications fail during an cmcruency situation, the advanced emergency medical care provider may 
perform any advanced cmergcnc}- mcdi;.ai ciiri pj-CHieJure for which that individual Ls certified and which is included 
in written protocols if in the judgment the advanced emergency medical care provider the life of the patient is in 
immediate danger and such care is required to preserve the patient's life. 

3. The board shall adopt rules to authoriyx ihc institution of lifesaving prtKedures in accordance with v^itten 
protocols in instances where the esf.abli.shm cm i>{ communication in lieu of immediate action may cause patient 
harm or death. 
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147A.10 Exemptioiu from UablUty b certain circumst^^ 

1. A physidan or physician's dedgncc who g?vcs orders, dthcr dircsctly or vii communicatioo equipment from 
some other point, to an appropriar.cly certified advanced emergency medical care provider at the scene of an 
emergency, and an appropriately certified advanced emergency medical care provider following the orders, are not 
subject to criminal liabiMty by reason of having issued or executed the orders, and arc not liable for chfl damages for 
acts or omissions relating to the issuance or execution of the orders unless the acts or omissions constitute 

recklessness. ^ !• • m 

1 A phywdan, physician's designee, or advanced emergency medical care prowdcr shall not be subject to avii 
liability solely by reason of failure to obtain consent before rendering emergency mescal, surgical, hoq>ital or 
health services to any individual, regardless of age, ^en the patient is unaUe to g^vc consent for any reason and 
there is no other person rcasonaWy available who is legally authorized to consent to the pro\iding of sodi care. 

3. An act of commission or omission of any appropriately certified advanced emergency medical care provider 
^e rendering advanced emergency medical care under the respcHisibie supervision and control of a physician to a 
person who is deemed by them to be in immediate danger of serious mjury or loss of Hfe, sh^ not impose any 
liabiHty upon the certified advanced emergency medical care provider, the supervising physician, or any hospital, or 
upon the state, or any county, city or other political subdivision, or the empkq^ of any of these entities; provided 
that this section shall not relieve any person of liability for ciwl damages for any act of commis^on or omission 
which constitutes recklessness. 

147A.11 ProhlblUd acts. 

1. Any person not certified as required by this chapter who claims to be an advanced emergency medical care 
provider, or who uses any other term to mdicate or imply that the person is an advjmccd emergency medical care 
provider, or who acts as an advanced emergency medical care provider without having obtained the appropriate 
certificate under this chapter, is guilty of a class "D" felony. 

2. An owner of an unauthorized ambulance, rescue, or first response service m this state who operates or 
p»'rports to operate an authorized ambulance, rescue, or fiirst response service, or who uses any term to mdicate or 
imply such authorization without having obtained the appropriate authorization under this chapter is guilty of a class 
*D" felony. 

3. Any person who imparts or conveys, or causes to be imparted or conveyed, or attempts to impart or convey 
false information concerning the need for assistance of an ambulance, rescue, or first response service or of any 
personnel or equipment thereof, knowing such information to be false, is guilty of a serious misdemeanor. 

147A.12 Registered nurs« exception. 

1. This chapter does not re&Uict a revered nurse, licensed pursuant to chapter 152, from staffing an 
authorized ambulance, rescue, or first response service provided the registered nurse can document equivalency 
through education and additional skills training essential in the delivery of prehospital emergency care. The 
eqmvalency shall be accepted when: 

a. Documentation has been reviewed and approved at the local level by the medical director of the ambulance, 
rescue, or first response service m accordance with the rules of the board of nursing developed jomtly ^oth the 
board of medical exammers. 

b. Authorization has been granted to that ambulance, rescue, or Ea^st response service by the department. 

2. Section 147A.10 applies to a registered nurse in compliance with this section. 

ADVANCED EMERGENC Y MEDICAL CARE 
(Also see Iowa Administratiye Code 641-Chapter 132) 
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CHILD ABUSE K£i^)KTlNG 
(Iowa Code excerpt) 

232.68 DefiniUoDS 

As used in sections 232.67 through 232.77 and 235A.12 through 235A23, unless the context otherwise requires: 

1. "Child' means any person under the age of eighteen years. 

2. "Child abuse* or "abuse" means harm or threatened harm occurring through: 

a. Any nonaccidental physical injury, or injury which is at variance with the history given of it, suffered by a 
child as the result of the acts or omissions of a person responsible for the care of the child. 

b. The commission of a sexual offense with or to a child pursuant to chapter 709, section 7262, or section 
728.12, subsection 1, as a result of the acts or omissions of the person responsible for the care of the child. 
Notwithstanding section 702.5, the commission of a sexual offense under this paragraph includes any sexual offense 
referred to in this paragraph with or to a person under the age <^ eighteen years. 

c. The failure on the part of a person responsible for the care of a child to provide for the adequate food, 
shelter, clothing or other care ncccssan' for the child's health amd welfare when financially able to do so or when 
offered fmancial or other reasonable means to do so. A parent or guardian legitimately practicing religious beliefs 
who does not provide specified medical treatment for a child for that reason alone shall not be considered abusing 
the child, however this provision shall not preclude a court from ordering that medical service be provided to the 
child where the child's health requires it. 

d. The acts or omissions of a person responsible lor the care of a child which allow, permit, or encourage the 
child to engage in acts prohibited pursuant to section 725.1. Notwithstanding section 702.5, acts or omissions under 
this paragraph include an act or omission referred to in this paragraph with or to a person under the age of eighteen 
years. 

3. '^Department'' means the state department of human services and includes the local, county and regional 
offices of the department. 

4. ''Health practitioner" includes a licensed physician and surgeon, osteopath, osteopathic physician and 
surgeon, dentist, optometrist, podiatrist or chiropractor; a resident or intern in any of such professions; a licensed 
dental hygicnist, a registered nurse or licensed practical nurse; and a basic emergency medical care provider 
certified under section 147.161 or an advanced emergency medical care provider certified under seaion 147 A6.. 

5. ''Registry'** means the central registry for child abuse information established in section 235A.14. 

6. "Person responsible for the care of a child" means: 

a. A parent, guardian, or foster parent. 

b. A relative or any olher person with whom the child resides, without reference to the length of time or 
continuity of such residence. 

c. An employee or agent of any public or private facility providing care for a child, including an institution, 
hospital, health care facility, group home, mental health center, residential treatment center, shelter care facility, 
detention center, or child care facility. 

232.69 Mandatory and permissive reporters-training required. 

1. The follo\ving classes of persons shall make a report within twenty-four hours and as provided in section 
232.70, of cases of child abuse. 

a. Every health practitioner who in the scope of professional practice, examines, attends, or .treats a child and 
who reasonably believes the child has been abused. Notwithstanding section 140.3, this provision applies to a health 
practitioner who receives information confir^iing that a child is infected with a sexually transmitted disease. 

b. Every self-employed social worker, every social worker under the jurisdiction of the department of human 
services, any social worker employed by a public or private agency or institution, public or private health care facility 
as defined m section 135C.1, certified psychologist, certificated school employee, employee or operator of a licensed 
child care center or registered group day care home or registered family day care home, individual licensee under 
chapter 237, member of the staff of a mental health center, peace officer, dental hygienist, counselor, or mental 
health professional, who, in the course of employment or in providing child foster care, examines, attends, counsels 
or treats a child and reasonably believes a child has suffered abuse. 

2. Any other person who believes that a child has been abused may make a report as provided in section 
232.70. 
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3. A person required to make a report under subsc<iJon 1, other than a physidan whose professional practice 
docs not regularly involve providing primary health care to children, shall complete two hours of uaining relating to 
the identification and reporting of child abuse within six months of initial employment or self-employment mvolving 
the examination, attending, counseling, or treatment of children on a regular basis. Within one month of initial 
employment or self-employment, the person shall obtain a statement of the abuse reporting requirements from the 
person's employer or, if self-employed, from the department. The person shall complete at least two hours of 
additional child abuse identification and reponing training every five years. If the person is an employee of a 
hospital or similar institution, or of a public or private institution, agency, or facility, the employer shall be 
responsible for providing the child abuse identification and reporting training. If the person is self-employed, the 
person shall be responsible for obtaining the child abuse identification and reporting training. The person may 
complete the initial or additional training as part of a continuing education program required under chapter 258A or 
may complete the training as part of a training program offered by the department of human services, the 
department of education, an area education agency, a school district, the Iowa law enforcement academy, or a 
similar public agency. 

232»70*Reporting procedures* 

1. Each report made by a mandatory reporter, as defined m section 232.69, subsection 1, shall be made both 
orally and m writing. Each report made by a permissive reporter, as defined in section 232.69, subsection 2, may be 
oral, written, or boih. 

2. The oral report shall be made by telephone or otherwise to the department of human services. If the 
person making the report has reason to believe that immediate protection for the child is advisable, that person shall 
also make an oral report to an appropriate law enforcement agency. 

3. The written report shall be made to the department of human services within forty-eight hours after such 
oral report. 

4. The department of human services shall: 

a. Immediately, upon receipt of an oral report, make a determmation as to whether the report constitutes an 
allegation of child abuse as defined m seaion 232.68; 

b. Make a report to the central registry if the oral report has been determined to constitute a child abuse 
allegation; 

c Forward a copy of the written report to the registry; and 

d. Notify ihc appropriate county attorney of the receipt of any report. 

5. The oral and wrilieu refX)rts shall contain the following inlormation, or as much thereof as the person 
making the rc[X)ri is abi^ to furnish: 

a. The names aiid home address of the child and the child's parents or other persons believed to be 
responsible for the child's care; 

b. The child's present whereabouts if not the same as the parent's or other person's home address; 
c The child*s age; 

A The nature and extent of the child's injuries, including any evidence of previous injuries; 

c. The name, age and condition of other children m the same home; 

f. Any other information which the person making the report believes might be helpful in establishing the 
cause of the mjury to the child, the identity of the person or persons responsible for the injury, or in providmg 
assistance to the child; and 

g. The name and address of the person making the report 

6. A report made by a permissive reporter, as defined m section 232.69, subsection 2, shall be regarded as a 
report pursuant to this chapter whether or not the report contains all of the information required by this section and 
may be made to the department of human services, county attorney, or law enforcement agency. If the report is 
made to any agency other than the department of human services, such agency shall promptly refer the report to the 
department of human services. 

232.73-lmmuDlty from Uabillty. 

A person participating in good faith m the making of a report or photographs or X rays pursuaiit to this chapter 
or aidOng and assistiii? in an investigation of a child abuse report piu-suant to section 232.71 shall have immunity 
from any liahliiiy. civi) nr criminaL which might otherwise be incurred or imposed. The person shall have the same 
immurJly v.i;b respcc; to participation in good faith in any judicial proceeding resulting from the report or relating 
to the subject matter of the rc[)OJ t. 
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232*75 Sanctions* 

1. Any person, official, agency or instituUon, rcqaved by this chapter to report a suspected case of child abuse 
who knowingly and willfully fails to do so is guilty of a simple misdemeanor. 

2. Any person, official, agency or institution, required by section 23Z69 to report a suspected case of child 
abuse who knowingly fails to do so is civilly liable for the damages proximaUeiy caused by such failure. 

3. A person who reports or causes to be reported to the department of human services false information 
regarding an alleged acf. of child abuse, knowing that the information is false or that the act did not occur, commits a 
^ple misdemeanor. 

232.77-Photographs and X rays. 

Any person who is required to report a case of child abuse may take or cause to be taken, at public expense, 
photographs or X rays of the areas of trauma visible on a child. Any health practitioner may, if medically indicated, 
cause to be performed radiological exammalion of the child. Any person who takes any photographs or X rays 
pursuant to this section shall notify the department of human services that such photographs or X rays have been 
taken, and shall retain such photographs or X rays for a reasonable time thereafter. Whenever such person is 
required to report under section 232.69, in that person's capacity as a member of the staff of a medical or other 
private or public institution, agency or facility, that person shall immediately notify the person in charge of such 
institution, agency, or facility or that person's designated delegate of the need for photographs or X rays. 

EMERGENT VEHICLE OPERATION 
{Iowa Code excerpts) 

321*1 Definitions. 

26. ** Authorized emergency vehicle" means vehicles of the fire dcparlmcnl, police vehicles, ambulances and 
emergency' vehicles owned by the United States, this state or any subdivision of this state or any municipality of this 
state, and privately ov/ncd ambulances, and fire, rescue or disaster vehicles as are designated or authorized hy the 
director of transportation under section 321.451. 

. 43, **Chauffeur^ means a person who operates a motor vehicle, mcluding a school bus, in the transportation of 
persons for wages, a)mpensation or hire, or a person who operates a truck tractor, road tractor or any motor truck 
which is required lo be registered at a gross weight classification exceeding five Ions, or any such motor vehicle 
exempt from registration which would Ik \^'ilhin the gross weight clas.<^ificaii()n if nol so exempt. A ptirson is not a 
chauffeur when the operation of the motor vehicle, other than a truck tractor, by the owner or operator is occasional 
and merely incidental to the owner's or operator's principal business. 

A person is not a chauffeur when the operation is by a volunteer fire fighter operating fire apparatus, or is by a 
volunteer ambulance or rescue squad attendant operating ambulance or rescue squad apparatus. If a volunteer fire 
fighter or ambulance or rescue squad operator receives nominal compensation not based upon the value of the 
services performed, the fire fighter or operator shall be considered to be receiving no compensation and classified as 
a volunteer. 

If authorized to transport inmates, probationers, parolees, or work releases by the director of the Iowa 
department of corrections or the director's designee, an employee of the Iowa department of corrections or a 
district department of correctional services is not a chauffeur when transporting the inmates, probationers, parolees, 
or work releases in an automobile. 

A farmer or the farmer's hired help is nol a chauffeur when operating a truck, other than a truck tractor, owned 
by the farmer and used exclusively m connection with the transportation of the farmer's own products or property. 

8L **Ambul<mc€** means a motor vehicle which is equipped with life support systems and used to transport sick 
and mjured persons who require emergency medical care to medical facilities. 

321.117 Motorcycle, ambulance and hearse fees. 

The annual registration fee for ambulances and hearses shall be fifty dollars. Passenger car plates shall be issued 
for ambulances and hearses. 
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321«229 Obedience to peace ofTicers* 

No person shall willfully fail or refuse to comply with any lawful order or dircclion of any peace officer invested 
by law with authority lo direct, control, or regulate traffic 

321 J30 Public officers not exempt 

TiiC provisions of this chapter applicable to the drivers of vehicles upon the highways shall apply to the drivers of 
all vehicles owned or operated by the United Stales, this stale or any county, city, district, or any other political 
subdivision of the state, subject to such specific exceptions as are set forth m this chapter with reference to 
authorized emergency vehicles. 

321^1 Authorized emergency vehicles, 

1. The driver of an auti ized emergency vehicle, when responding to an emergency call or when m the 
pursuit of an actual or suspcacd perpetrator of a felony or b response to an mcidenl dangerous to the public or 
when responding to but not upon reluming from a fire alarm, may exercise the privileges set forth in this section. 

2. The driver of any authorized emergency vehicle, may. 

a. Park or stand an authorized emergency vehicle, irrespective of the provisions of this chapter, 

b. Disregard laws or regulations governing direction of movement for the minimum distance necessary before 
an alternative route that conforms to the traffic laws and regulations is available. 

3. The driver of a fire department vehicle, police vehicle or ambulance may. 

a. Proceed past a red or stop signal or slop sign, but only after slowing down as may be necessary for safe 
operation. 

b. Exceed the maximum speed limits so long as the driver does not endanger life or property, 

4. The exemptions granted lo an authorized emergency vehicle under subsection 2 and for a fire department 
vehicle, police vehicle or ambulance as provided in subsection 3 shaU apply only when such vehicle is making use of 
an audible signaling device meeting the rcquiremenU of section 321.433, or a visual signaling device approved by the 
department except that use of an audible or visual signaling device shall not be required when exercising the 
exemption granted under subsection 3, paragraph 'b' of this section when the vehicle is operated by a peace officer, 
pursuing a suspected violator of the speed restrictions imposed by or pursuant to this chapter, for the purpose of 
determining the speed of travel of such suspected violator. 

5. The foregoing provisions shall not relieve the driver of an authorized 'emergency vehicle from the duty to 
drive with due regard for the safety of all persons, nor shall such provisions protect the driver from the 
consequences of the driver's reckless disregard for the safety of others. 

321 J24 Operation on approach of emergency vehicles. 

Upon the immediate approach of an authorized emergency vehicle with any lamp or device displaying a red 
light, or an authorized emergency vehicle of a fu-e department displaying a blue light, or when the driver is pving 
audible signal by siren, exhaust whistle, or bell, the driver of every other vehicle shall J^cld the right of way and shaU 
immediately drive to a position parallel lo, and as close as possible to, the right hand edge or curb of the highway 
clear of any intersection and shall stop and remain b such position imtil the authorized emergency vehicle has 
passed, except when otherwise directed by a police officer. For the purposes of this section, "red light* or "blue 
light* means a light or lighting device that, when illuminated, will exhibit a solid flashing or strobing red or blue 
light. 

Upon the approach of an authorized emergency vehicle, as above staled, the driver of every streetcar shall 
immediately stop such car clear of any intersection and keep it m such position until the authorized emergency 
vehicle has passed, except when otherwise directed by a police officer. 

This section shall not operate to relieve the driver of an authorized emergency vehicle from the duty to drive 
with due regard for the safety of all persons using the highway. 

32L422 Red light in front. 

No person shall drive or move any vehicle or equipment upon any highway with any lamp or device there on 
displaying or reflecting a red light visible from directly in front thereof. This section shall noi apply to authorized 
emergency vehicles, or school buses and vehicles as provided in scxlion 321.423, subsection 6. No person shall 
display any color of light other than red on the rear of any vehicle, except that stop lights and directional signals may 
be red, yellow, or amber. 
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32L423 Flashing lights. 

1. Definitions. As used m this sccdon, uidcss the context otficrwisc requires: 

a. Tire department" means a paid or volunteer fire protection service provided by a benefited fire district 
under chapter 357B or by a county, municipality or township, or a private corporate organization that has a valid 
contract to provide fire protection service for a benefited fire district, county, municipality, township or 
governmental agency. 

b. "Member^ means a person ^o is a member in good standing of a fire department or person who is an 
advanced or basic emergency medical care provider employed by an ambulance, rescue, or first responder service. 

c. "Advanced emergency medical care provider" means as defiined in section 147A.1. 

d. "Basic emergency medical care provider* means as defined in section 147*1. 

e. "Hazard li^"" are lights which flash yellow or amber to the front of the vehicle and red to the rear of the 
vehicle simultaneously. 

2. Prohibited lights. A flashing Ught on or m a motor vehicle is prohibited except as follows: 

a. On an authorized emergency vehicle. 

b. On a vehicle as a means of indicating a right or left turn, a mechanical failure, or an emergency stop or 
intent to stop. 

c On a motor vehicle used by a rural mail carrier ^en stopping or stopped on or near a highway m the 
process of delivering mail. If such a light is any shade of color between white and amber and if it is mounted as a 
dome light on the roof of the vehicle. 

d. On a vehicle being operated under an excess size permit issued under chapter 321E. 

e. A flashing blue light on a vehicle upon which a blue light is permitted pursuant to subsection 3 of this 
section. 

f. A flashing white Ught, used in conjunction with hazard li^ts, is permitted on a vehicle pursuant to 
subsection 7. 

g. A white flashing strobe light mounted on a school bus as permitted under section 321.373, subsection 7. 

3. Bhie light. A blue light shall not be used on any vehicle except: 

a. A vehicle owned or exclusively operated by a fire department or 

b. A vehicle authorized by the director when: 

(1) The vehicle is owned by a member of a fire department. 

(2) The request for authorization is made by the member on forms provided by the department. 

(3) Necessity for authorization is demonstrated in the request. 

(4) The chief of the fire department cc-lifies that the mcml>er is in good standing with the fire department and 
recommends that the authori/aiion be granted. 

4. Expiration of authority. The authorization shall expire at midnight on the thirty-first day of December five 
years from the year in which it was issued, or when the vehicle is no longer owned by the member, or when the 
member has ceased to Ik an active member of the fire department or of an ambulance, rescue or first responder 
service or when the member has used the blue or white light beyond the scope of its authorized use. 

5. When used. The certificate of authorization shall be carried at all times with the certificate of registration 
of the authorized vehicle and the operator of the vehicle shall not illuminate the blue or white light except in any of 
the following circumstances: 

a. When the member is en route to the scene of a fire or is responding to an emergency b the line of duty 
requiring the services of the member. 

b. When the authorized vehicle is transporting a person requiring emergency care. 

c. When the authorized vehicle is at the scene of an emergency. 

d. The use of the blue or white light b or on a private motor vehicle shaU be for identification purposes only. 

6. Amber flashing light. A farm tractor, farm tractor with towed equipmfent, self-propelled implement of 
husbandry, road construction or maintenance vehicle, road grader, or other vehicle principally designed for use off 
the highway which, when operated on a primary or secondary road, is operated at a speed of twentyfive miles an 
hour or less, shall be equipped with and display an amber flashing light visible from the rear at any time from sunset 
to sunrise. All vehicles specified b this subsection which are manufactured for sale or sold b this state shall be 
equipped with an amber flashing light. The type, number, dimensions, and method of mounting of the lights shall 
be dctermmcd by the director. The director, when approving the light, shall be guided as far as practicable by the 
standards of the American ScKicty of Agricultural Engineers. 
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7. Flashing white light. Except as provided in section 321373, subsection 7, and subseaion 2, paragraph 'c* of 
this section, a flashing white light shall only be used on a vehicle when used in conjunctici with hazard lights and a 
fla.shing white light shall not be used on a vehicle except in any of the following circumstances: 

a. On a vehicle owned or exclusively operated by an ambulance, rescue, or first responder service. 

b. On a vehicle authorized by the director of public health t^en ail the following apply: 

(1) The vehicle is owned by a member of an ambulance, rescue or first responder service. 

(2) The request for authorization is made by the member on forms provided by the Iowa department of public 
health. 

(3) Neccssit)' for auihorization is demonstrated in the request. 

(4) The head of an ambulance, rescue or Grst responder ser\^ certifies that the member is m good standing 
and recommends that the authorization be granted. 

c On an authorized emergency vehicle. 

The Iowa department of public health shall adopt rules to establish issuance standards, including allowing local 
emergency medical services providers to issue certificates of authorization, and shall adopt rules to establish 
certificate of authorization revocation procedures. 

321.428 

The director may approve or disapprove lighting devices and issue and enforce riiles establishing standards and 
specincatlons for the approval of the lighting devices, their installation, adjustment, and aiming, and adjustment 
when IE use on motor vehicles, except for lights permitted pursuant to section 321.423, subsection 7. The rules shall 
correlate to and, so far as practicable, conform to the then current standards and specifications of the society of 
automotive engbeers applicable to such equipment. The director of public health shall have the same authority as 
granted to the director under this section to regulate lighting devices allowed under section 321.423, subsection 7. 

321.433 Sirens and bells prohibiltd. 

No vehicle shall be equipped with nor shall any person use upon a vehicle any siren, whistle, or bell, except as 
othcrvkise permitted in this section. It is permissible but not required that any commercial vehicle be equipped with 
a theft alarm signal device which is so arranged that it cannot be used by the driver as an ordinary warning signal 
Any authorized emergency vehicle may be equipped with a uren, whistle, or bell, capable of emitting sound audible 
under normal conc^itions from a distance of not less than five hundred feet and of a type approved by the 
dcparlmenU but such siren shall not be used except when such vehicle is operated in response to an emergency call 
or \ri the immedialc pursuit of an aciual or suspected violator of the law, in which said latter events the driver of 
such vehicle shall sound said (>ircn when necessary to warn pedestrians and other drivers of the approach thereof. 

321.445 

2. Tht driver and front seat occupants of a type of motor vehicle which is subject to registration in Iowa, except 
a motorcycle or a motorized bicycle, shall wear a properly adjusted and fastened safety belt or or safety harness any 
time the vehicle is m forward motion on a street or highway in this state except that a child under she years of age 
shall be secured as required under section 321.446. 

Tins subsection docs not apply to: 

f. Front seat occupants of an authorized emergeucy vehicle while they are being transported in an emergency. 
However, this exemption does not apply to the driver of the authorized emergency vehicle. 

During the six-month period from July 1, 1986 through December 31, 1986, peace officers shall issue only 
warning citations for violations of this subsection, except this does not apply to drivers subject to the federal motor 
carrier safety regulation 49 C.F.R. 392,16. 

321.446 Child restraint devices 

3. This section does not apply to peace officers acting on offidal duty. This section also does not apply to the 
Iransporialion of children in 1965 model year or older vehicles or authorized emergency vehicles. This section does 
not apply to the transportation of a child who has been certified by a physician licensed under chapter 148, 150, or 
150A as ha\ing a medical, physical, or mental condition which prevents or makes tnadWsablc securing the child in a 
child rcstiaiiil sv'slcm^ safety belt or safety harness. 
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32L451 Emergency vdilclcs - certificate of designatioB* 

The director may designate a privately owned ambulance, fire, rescue or disaster vehicle as an authorized 
emergency vehicle, and issue a certificate of designation for it, upon written request being made on forms provided 
by the department and showing necessity for the designation* The certificate of designation shall at all times be 
carried with the certificate of registration of the vehicle to which it refers and may be revoked by the director upon a 
showing of abuse. 



HAZARDOUS MATERIALS TRANSPORT ATION REGULATIONS 
(Iowa Code excerpts) 

32L450 

1. Notwithstanding other provisions of this section, or the age requirements under section 321.449, the age 
requirements under section 321.449 and the rules adopted under this section pertaining to compliance with 
regulations adopted under U.S.C., Title 49, and found m 49 CP.R. 177.804, shall not apply to retail dealers of 
fertilizers, petroleum products, and pesticides and their employees while delivering fertilizers, petroleum products, 
and pesticides to farm customers within a one*hundred-mile radius of their retail place of business. 
Notwithstanding contrary pro\'isions of this chapter, motor vehicles registered for a maximum gross weight of five 
tons or less shall be exempt from the requirements of placarding and of carrying hazardous materials shipping 
papers if the hazardous materials which are transported are clearly labeled. 

2. This Act, being deemed of immediate importance, takes effect upon its enactment. 



MOTOR VEHICLE MANUFACTURERS, DISTRIBUTORS AND DEALERS 

(Iowa Code excerpts) 

32229 Issuance of license - fees. 

Application for license shall be made to the department by a manufacturer, distributer, wholesaler, factory 
branch, distributor branch, factory representative or distributor representative in a form and containing information 
as the department requires and shall be accompanied by the required license fee. Licenses shall be granted or 
refused within thirty days after application, and shall expire, unless sooner revoked or suspended, on December 31 
of the calendar year for which they are granted. 

License fees for each calendar year, or part thereof, shall be as follows effective January 1, 1980: 

5. 

A person who rebuilds new completed motor vehicles by fabricating, altering, adding, or replacing essential 
parts, components, or equipment for the purpose of building an ambulance, rescue vehicle, or fire vehicle as defined 
in chapter 321 may be issued a license as a wholesaler of new motor vehicles of the make and model rebuilt. 



EMERGENCY VEHICLES 
(Also see Iowa Administrative Code excerpts 761-Chapter 451) 



COUNTY HOSPITAL POWERS 
{Iowa Code excerpts) 

347.14 Powers 

The board of hospital trustees may: 

13. Purchase, lease, equip, maintain and operate an ambulance or ambulances to provide necessary and 
sufficient ambulance service or to contract for such vehicles, equipment, maintenance or service when such 
ambulance service is not otherwise available. 
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TOWNSHIP FUNDING 
(Iowa Code excerjHs) 

359.42 Township fire proUctloD service, emergency warning system, and ambulance service. 

The trustees of each township shall provide Pirc protection service for the township, exclusive of any part of the 
township within a benefited fire district and, in counties not providing ambulance services, may provide ambulance 
service. The trustees may purchase, own, rent or maintain fire protection scvAct or ambulance service apparatus or 
equipment or both kinds d apparatus or equipment and provide housing for the equipment. The trustees of a 
township which is located within a county having a population of three hundred thousand or more may also establish 
and maintain an emergency warning ^em withm the township. The trustees may contract with a public or private 
agenqr under chapter 28E for the purpose of providing any service or system required or authorized under tUs 
section. 

359.43 Tax levy • supplemental levy • districts. 

1. The township trustees may levy an annual tax not exceeding forty and one-half cents per thousand dollars of 
assessed value of the taxable property m the township, excluding property within a benefited fire district or within 
the corporate limits of a city, for the purpose of exerds 

ing the powers and duties spedflcd in section 359.42. However, m a township having a fire protection service or 
ambulance seirvice agreement or both service agreements with a special charter city having a paid fire department, 
the township trustees may levy an annual tax not exceeding fifty-four cents per thousand dollars of the assessed 
value of the taxable property for the services authorized or required under section 359.42 and in a township which is 
located ^thin a county having a population of three hundred thousand or more, the township trustees may levy an 
annual tax not exceeding sixty-seven and one-half cents per thousand doUars of assessed value of taxable property 
for the services authorized or required under section 359.42. 

2. If the levy authorized under subsection 1 is insuflicient to provide the services authorized or required under 
section 359.42, the township trustees may levy an additional annual tax not exceeding twenty and onr.-fourth cents 
per thousand dollars of assessed value of the taxable property in the township, excluding any property within the 
corporate limits of a city, to provide the services. 

3. The township trustees may divide the township mto tax districts for the purpose of providing the services 
authorized or required under section 359.42 and may lev>' a different tax rate in each district, but the tax levied m a 
tax district for the authorized or required services shall not exceed the tax levy limitations for that township as 
provided in this section. 

4. Of the levaes authorized tinder subsections 1 and 2, the township trustees may aedit to a reserve account 
annually an amount not to exceed ten cents per thousand dollars of the assessed value of the taxable property in the 
township for the purchase or replacement of supplies and equipment required to carry out the services specified 
under section 359.42. Notwithstanding section 453.7, mterest earned on money aedited to the reserve account shall 
be aedited to the reserve account. 



ENHANCED 911 EMERGENCT TELEPHONE 
(Entirt Statute) 

477B.1 Purpose. 

The legislature fmds that enhanced 911 emergency telephone communication systems further the public interest 
and protect the health, safety, and welfare of the people of Iowa. The purpose of this chapter is to enable the 
orderly development, installation, and operation of enhanced 911 emergency telephone communication systems 
statewide. These systems are to be operated under governmental management and control for the public benefit 

477BJ Definitions. 

As used in this chapter, unless the context otherwise requires: 

1. '^Administrator^ means the administrator of the division of disaster services of the department of public 
defense. 

2. "Public or private safety agency*" means a unit of state or local government, a special purpose district, or a 
private fum which provides or has the authority to provide fire fightings police, ambulance, or emergency medical 
services. 
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3. ^'Provider'* means a person who provides, or offer?* lo provide, E911 equipment, installation, maintenance, or 
exchange access services within the enhanced 911 service area. 

4. ''Enhanced 91 T or "£911*"* means a service which provides the user of a public telephone system the ability 
to reach a public safety answering point by dialing the digits 91 1, and which has the following additional features: 

a. Routes an incoming 911 call to the appropriate public safety answering point selected from the public safety 
answering pomts operating in a 911 service area. 

b. Automatically displays the name, address, and telephone number of an incoming 911 call and public safety 
agency servidng the address on a video monitor at the appropriate public safety answering point. 

5. "Enhanced 922 service plan'' means a plan that includes the following information: 

a. A description of the enhanced 91 1 service area. 

b. A list of all public and private safety agencies within the enhanced 911 service area. 

c. The number of public safety answering pobts withm the enhanced 911 service area. 

d. Identification of the agency responsible for management and supervision of the enhemced 911 emergency 
telephone cominunlcation system. 

e. A statement of estimated costs to be mcurred by the jomt E911 service board, including separate estimates 
of the following: 

1. Nonrecurring costs, including, but not limited to, public safety answering pomts, network equipment, 
software, database, addressing, milial training, and other capital and start-up expenditures, including the purchase 
or lease of subscriber names, addresses, and telephone information from the local exchange service provider. 

2. Recurring costs, including, but not limited to, network access fees and other telephone charges, software, 
equipment, and database management, and maintenance, mcluding the purchase or lease of subscriber names, 
addresses, and telephone information from the local exchange service provider. Recurring costs shall not include 
personnel costs for a public safety answering pomt. 

Costs are limited to nonrecurring and recurring costs directly attributable to the provision of 911 emergency 
telephone communication service. Costs do not mciude expenditures for any other purpose, and specifically exclude 
costs attributable to other emergency services or expenditures for buildings, radios, or personnel. 

f. Current equipment operated by affected providers, and central office equipment and technology upgrades 
necessary for the provider to implement enhanced 911 service within the enhanced 911 service area on or before 
July 1, 1992. 

g. A schedule for implementation of the plan throughout the E911 service area. The schedule may provide 
for phased implementation. However, a jomt 911 service board may decide not to implement E911 service. 

h. The number of telephone access lines in the enhanced 911 service area. 

i. The total property valuation in ihc enhanced 911 service area. 

6. "Enhanced 911 service area" means the geographic area to be serviced, or currently serviced under an 
enhanced 911 service plan, provided that an enhanced 911 service area must at minimum encompass one entire 
county. The enhanced 911 service area may encompass more than one county, and need not be restricted to county 
boundaries. 

7. ''Enhanced 912 service surcharge** is a charge set by the E911 service area operating authority and assessed 
on each access line which physically terminates within the E911 ser\ice area. 

8. "Access line" means a local exchange access line that has the ability to access local dial tone and reach a 
local public safety agency. 

9. "Division" means the diwsion of disaster services, department of public defense. 

10. "Public safety answering point" means a twenty-four hour local jurisdiction communications facility which 
received enhanced 911 service calls and directly dispatches emergency response services or relays calls to the 
appropriate public or private safety agency. 

11. "L^al exchange service provider" means a person engaged in providing telecommunications service between 
pomts withm an exchange. 

477B3 Joini 911 Service Board ^ 911 Service Plan - ImplementatioD ^ Waiver. 

1. Jomt 911 service Boards To Submit Plans. The board of supervisors of each county shall establish a jomt 
911 service board not later than January 1, 1989. Each political subdi\dsion of the state having a public safety agency 
serving territory within the county is entitled to voting membership on the joint 911 service board. Each private 
safety entity agency operating within the area is entitled to nonvoting membership on the board A township which 
docs not operate its own public safely agency, but contracts for the provision of public safety services, is not entitled 
to membership on the joint 91 1 service board, but its contractor is entitled to membership according to the 
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contractor's status as a public or private safety agency. The joint 911 service board shall develop an enhanced 911 
service plan encompassing at minimum the entire county, unless an exemption is granted by the administrator 
permitting a smaller E911 service area. The administrator may grant a discretionary exemption from the ^ngle 
county minimum service area requirement based upon an E911 joint service board's or other £911 service plan 
operating authority's presentation of evidence which supports the requested exemption if the administrator finds 
that local conditions make adherence to the minimum standard unreasonable or technically infeasible, and that the 
purposes of this chapter would be furthered by granting an exemptkm. The minimum size requirement is mtended 
to prevent unnecessary duplication of public safety answering points and minimiyr other admimstrative, personnel, 
and equipment expenses. An E911 service area must encompass a geographically contiguous area. No exemption 
shall be granted from the contiguous area requirement. The administrator may order the mdusion of a spediSc 
territory in an adjoining E911 service plan area to avoid the creation by exclusion of a territory smaller than a single 
county not serviced by surrounding £911 service plan areas upon request of the jomt 911 service board representing 
the territory. The £911 service plan operating authority shall submit the plan on or before March 1» 1989, to all of 
the following: 

a. The division. 

b. Public and private safety agencies m the enhanced 911 service area, 
c Providers affeaed by the enhanced 911 service plan. 

The division shall prepare a statewide summary of the plans submitted and present the summary to the le^lature 
on or before June 1, 1989. 

2. Compliance Waivers Available In Limited Circumstance-s. 

The administrator may extend, m who or m part, the time for implementation of an enhanced 911 service plan 
beyond the scheduled plan of implementation, by issuance of a compliance waiver. The waiver shall be based upon 
a joint 911 service board's presentation of evidence which supports an extension if the administrator finds that local 
conditions make implementation fmanciaUy unreasonable or technically infeasible by the origbally scheduled plan 
of implementation. The compliance waiver shall be for a set period of time, and subject to review and renewal or 
denial or of renewal upon its expiration. The waiver may come all or a portion of a 911 service plan's enhanced 911 
service area to facilitate phased implementation when possible. The granting of a compliance waiver does not 
create a presumption that the identical or similar waiver will be extended in the future. Ccv!isideration of 
compliance waivers shall be on a case-by-case basis. 

. 3. 28E Agreement - Alternative To Joint 911 Serwce Board. 

A legal entity created pursuant to chapter 28E by a county or counties, other political divisions, and public or 
private agencies lo jointly plan, implement, and op)erate a countywide, or larger, enhanced 911 service system may 
be substituted for the joini 911 service board required under subsection 1. 

An alternative legal entity acated pursuant to chapter 28E as a substitute for a joint 911 service board, as 
permitted by this subsection, may be aeated by either: 

a. Agreement of the parties entitled to voting membership on a joint 911 service board. 

b. Agreement of the members of a joint 911 service board. 

An alternative chapter 28E entity has all of the powers of a joint 911 service board and any additional powers 
granted by the agreement. As used in this chapter, "joint 911 service board' mdudes an alternative chapter 28E 
entity created for that purpose, except as spcdncaliy limited by the chapter 28E agreement or unless clearly 
provided otherwise in this chapter. A chapter 28E agreement related to E911 service shall permit the participation 
of a private safety agency or other persons allowed to participate in a joint 911 service board, but the terms, scope, 
and conditions of participation are subject to the chapter 28E agreement. 

4. Participation In Joint E911 Service Board Required. 
A political subdivision or state agency having a public safety agency within its territory or jurisdiction shall 
participate in a jomt £911 service board and cooperate m preparing the E911 service plan. 

47.7B.4 Required Conversion Of Pay Telephones To Al\w 911 CalU Without Depositing Coins Or Other Char^ 

1. ConvcrsioL and Notice required. When an enhanced 911 service system becomes operational or as soon as 
feasible thereafter, each provider or other ov^iier or lessee of a pay station telephone to be operated within the 
enhanced 911 service area shall do the follov^ing: 

a. Convert each telephone to p< rmil a caHcr to d»al ^1 1 w?thoul first inserting a coin or paying any other 
charge. 

b. Promincnil) display on each pay tclepbonc a noticr advising callers to dial 911 in an enjcrgcn .y and that 
deposit of a coin is not required. 
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2. Certain Pay Phones Prohibited Within Service Area. 
After commencement of enhanced 911 service in an enhanced 911 service area, a person shall not install or offer for 
use within the 911 service area a pay station telephone unless the telephone is capable of accepting a 911 call 
without prior insertion of a coin or payment of any other charge, and unless the telephone displays notice of free 911 
service. 

477B«5 Private UsUng Subscribers And 911 Service- 

Private listing subscribers m an enhanced 911 service area waive the privacy afforded by nonlisted or non 
published numbers to the extent that the name and address associated with the telephone number may be furnished 
to the enhanced 911 service system, for all routing, for automatic retrieval of kxation information, and for 
associated emergency services. 

477B^ Referendum on £911 In Proposed Service Area. 

1. Before a joint E911 service board may request imposition of the surcharge by the administrator, the board 
shall submit the following question to either voters or subscribers, as provided in subsection 2, in the proposed £911 
service area, and the question shall receive a favorable vote from iu simple majority of i>ersons submitting valid 
ballots on the following question within the proposed E911 service area: 

"Should enhanced 911 emergency telephone service be funded, in whole or in part, by a surcharge of (up to 
twenty-five cents) per month per telephone access line collected as part of each telephone subscriber's monthly 
phone bill if provided within (description of the proposed E911 service area)?" 

2. The referendum required as a condition of the surcharge imposition in subsection 1 shall be conducted 
using the following electoral mechanism: 

At the request of the joint E911 service board a cotmty commissioner of elections shall include the question on 
the next eligible general election ballot in each electoral precinct to be served, in whole or in part, by the proposed 
E911 service area provided the request is timely submitted to permit bclusion. The question may be mcluded in the 
next election in which all of the voters m the proposed E911 service area will be eligible to vote on the same day, 
such as a primary, general, or school board election. The county commissioner of elections shall report the results 
to the joint E911 service board. The jomt E911 service board shall compUe the results if subscribers from more 
than one county are included within the proposed service area. The joint E911 service board shall announce 
whether a simple majority of the compiled votes reported by the commissioner approved the referendum question. 

3. The secretary of state, in consultation with the administrator of the office of disaster services of the 
department of public defense, shall adopt rules for the conduct of joint E911 service refercndums as required by and 
consistent with subsection 1 and 2. 

477B.7 Funding - E911 Service Surcharge. 

When an E911 service plan is implemented, the costs of providing, E911 service within an E911 service board and 
the member political subdivisions. Costs in excess of the amount raised by imposition of the E911 service surcharge 
provided for under subsection 1, shall be paid by the joint E911 service board from such revenue sources allocated 
among the member, political subdivisions as determined by the joint E911 service board. Funding is not limited to 
the surcharge, and surcharge revenue may be supplemented by other permissible local and state revenue sources. A 
joint 911 service board shall not commit a political subdivision to appropriate property tax revenues to fund an E911 
service plan without the consent of the political subdivision. A joint 911 service board may approve a 911 service 
plan, including a fundmg formula requiring appropriations by participating political subdivisions, subject to the 
approval of the funding formula by each political subdivision. However, a political subdivision may agree in advance 
to appropriate property tax revenues or other moneys according to a formula or plan developed by an alternative 
chapter 28E entity. 

1. Local E911 Service Surcharge Imposition. 

a. To encourage local implemcqtation of E911 service, one source of funding for E911 emergency telephones 
communication systems shall come from a surcharge of twenty-five cents, per month, per access line on each access 
line subscriber, except as provided in subsection 5. The surcharge shall be imposed by order of the administrator as 
follows: 

(1) The admbistrator shall notify a provider scheduled to provide exchange access line service to an E911 
service area, that implementation of an approved E91 1 service plan has been approved by the joint 911 service 
board and by the service area referendum, and that collection of the surcharge is to begin within one hundred days. 
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(2) The QoUcc shall be provided at least one hundred days before the surcharge must be billed for the first 
time. 

b. The surcharge shall terminate at the end o< twenty-four months, unless either, or both, of the following 
conditions is met: 

(1) E911 service is initiated for all or a part of the E911 service area. 

(2) An cxtcasion is granted by the administrator for good cause. 

c The surcharge shall terminate at the end of twenty-four months if the joint E911 service plan has not been 
approved by the administrator within eighteen months of the original notice to the provider to impose the surcharge, 
and shall not be reimposcd until a service plan is approved by the administrator and the administrator give providers 
notice as required by paragraph 'a', subparagraphs (1) and (2). 

2. Surcharge Collected By Providers, 

The surcharge shall be collected as part of the access line service provider's periodic billing to a subscriber. In 
compensation for the costs of billing and collection, the provider may retain one percent of the gross surcharges 
collected. If the compensation is insufiident to fully recover a provider's costs for billing and collection of the 
surcharge, the defidency shall be mduded in the provider's costs for rate making purposes to the extent it is 
reasonable and just under section 476.65. The surcharge shall be remitted to the £911 service operating authority 
for deposit into the E911 service fund quarterly by the prtAider. A provider is not liable for an uncollected 
surcharge for which the provider has billed a subscriber but not been paid. The surcharge shall appear as a single 
Ibc item on a subscriber's periodic billing entitled, "£911 emergency telephone service surcharge". The E911 
service surcharge is not subject to sales or use tax. 

3. Maximum Limit Per Subscriber Billing For Surcharge. 

An individual subscriber shall not be required to pay on a single periodic billing the surcharge on more than one 
hundred access lines, oi their equivalent, in an E911 service area. A subscriber shall pay the surcharge in each E911 
service area in which tiie subscriber receives across line service. 

4. E911 Service Fund. 

Each joint E911 service board shall establish and maintain as a separate account an E911 service fund. Any 
funds remauning id the account at the end of each fiscal year shall not revert to the general ftmds of the member 
political subdivisions, except as provided in subsection 5, but shall remain in the E911 service fund. Moneys in an 
E911 service fund may only be used for nonrecurring and recurring costs of the E911 service plan as approved by 
the administrator, as those terms arc defined by section 477B.2, 

5. Use Of Mone>-s in Fund - Priority and Limitations On Expenditure. 

Moneys deposited id the E911 service fund shall be used for the following, in order of priority. 

a. Money shall fust be spent for actual recurring costs of operating the E911 service plan. 

b. If money remains in the fund after fully paying for recurring costs incurred in the preceding year, the 
remamder may be spent to pay for nonrecurring costs, not to exceed actual nonrecurring costs as approved by the 
administrator. 

c. If money remains m the fund after fully paying obligations under subsections 1 and 2, the remainder may be 
accumulated in the fund as a carryover operating surplus. If the surplus is greater than twenty-five percent of the 
approved annual operating budget for the next year, the administrator shall reduce the surcharge by an amount 
calculated to result in a surplus of no more than twenty-five percent of the planned annual operating budget After 
nonrecurring costs have been paid, if the surcharge is less than twenty-five cents and the fund surplus is less than 
twenty-five percent of the approved annual operating budget, the administrator shall, upon application of the joint 
E911 service board, inaease the surcharge in an amount calculated to result in a surplus of twenty-five percent of 
the approved annual operating budget. In no case may the surcharge exceed twenty-five cents per month, per access 
line. The surcharge may only be adjusted one in a single year, upon one hundred days prior notice to the provider. 

6. Limitation Of Aaions - Provider Not Liable On Cause Of Action Related To Provision Of 911 Services. 
A daim or cause of action does not exist based upon or arising out of an act or omission in connection with a 

provider's partidpation in an E911 service plan or provision of 911 or local exchange access service, tmless the act or 
omission is determined to be willful and wanton negligence. 

7. APPLICABILITY, Section 3 of this Act is applicable to all referendums approved by either a county board 
of supervisors or a joint 911 service board, or both, on or after July 1, 1989. Section 3 is not applicable to a 
referendum approved prior to July 1, 1989, notwithstanding that the actual referendum election or balloting is 
conducted on or after July 1, 1989. 

8. This Act, being deemed of immediate importance, is effective upon enactment. 
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477B J Local Exchange Service Informatioa 

1. A local exchange service provider shall furnish to the E911 service provider* designated by the jomt E911 
service board, all names, addresses, and telephone number information concerning its subscribers which "wOl be 
served by the E911 system and shall periodically update the local exchange service information charges according to 
its tariffs on file with and approved by the Iowa utilities board The tariff charges shall be the same whether or not 
the local exchange service provider is designated as the £911 service provider by the joint £911 service board 

2. Subscriber information remaias the property of the local exchange service provider. 

The joint E911 service board, the designated £911 proi^r, and the public safety answering point, then- agents, 
employees, and assigns shall use local exchange service information provided by the local exchange service provider 
solely for the purposes of providing £911 emergency telephone service, and it shall otherwise be kept confidential. 
A person who violates this section is guilty of a simple misdemeanor. 

This chapter docs not require a local exchange service provider to sell or provide its subscriber names, 
addresses, or telephone number information to any person other than the E911 service provider designated by the 
joint E911 service board 

LIABILITY - GOOD SAMA IUTAN LAW 

(Iowa Code excerpts) 

613.17 Emergency Assistance In An Accident 

Any person, who in good faith renders emergency care or assistance without compensation shall not be liable for 
any civil damages for acts or omissions occurring at the place of an emergency or accident or while the person is in 
transit to or from the emergency or accident or while the person is at or being moved to or from an emergency 
shelter unless such acts or omissions constitute recklessness. For the purposes of this section, if a volunteer fire 
fighter, a volunteer operator or attendant of an ambulance or rescue squad service, a volunteer paramedic, or a 
volunteer emergency medical technician receives nominal compensation not based upon the value of the services 
performed, that person shall be considered to be receiving no compensation. The operation of a motor vehicle in 
compliance with seaion 321.231 by a volunteer fire fighter, volunteer operator or attendant of an ambulance or 
rescue squad service, a volunteer paramedic, or volunteer emergency medical technician shall be considered 
rendering emergency care or assistance for purposes of this section. 

613.19 Personal liability. 

A director, officer, employee, member, trustee, or volunteer, of a nonprofit organization is not liable on the 
debts or obligations of the nonprofit organization and a director, officer, employee, member, trustee, or volimteer is 
not personally liable for a claim based upon an aa or omission of the person performed in the discharge of the 
person's duties, except for acts or omissions which involve intentional misconduct or knowing violation of the law, or 
for a transaaion from which the person derives an improper personal benefit. For purposes of this section, 
"^nonprofit organization*' includes an unincorporated dub, association, or other similar entity, however named, if no 
part of its income or profit is distributed to its members, directors, or officers. 

TORT LIABILITY OF GOVERNMENTAL SUBDIVISIONS 
{Iowa Code excerpts) 

613A.1 Definitions. 

As used in this chapter, the following terms shall have the following meanings: 

1. ^Municipality'' means city, county, township, school district, and any other unit of local government except 
soil and water conservation districts as defined in section 467A3, subsection 1, and water resource districts as 
defmed in section 467D.2, subsection 1. 

2» ^Governing body"* means the council of a city, county board of supervisors, board of township trustees, local 
school board, and other boards and commissions exercising quasi-legislative, quasi-executive, and quasi-judicial 
power over territory comprising a municipality. 
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3. Tort" means every dvil wrong which results m wrongful death or mjury to person or mjury to property or 
injury to personal or property rights and mdudes but is not restricted to actions based upon negligence; error or 
omission; nuisance; breach of duty, whether statiUory or other duty or denial or impairment of any right under any 
constitutional provision, statute or rule of law. 

4. ""Officer^ mdudes but is not limited to the members of the governing body. 

613AJ UabUity imposed. 

Except as otherv^ pro\^ded in this chapter, every munidpality is subject to lijdxiity for its torts and those of it& 
officers and employees, acting within the scope of their employment or duties, whether arising out of a 
govenunental or proprietary function. 

For the purpose of this chapter, employee mdudes a person ^o performs services for a munidpality Aether or 
not the person is compensated for the services, unless the services are performed only as an inddent to the person's 
attendance at a munidpality function. 

A person who performs services for a munidpality or an agency or subdivision of a munidpality and who does 
not receive compensation is not personally liable for a claim based upon an act or omission of the person performed 
m the discharge of the person's duties, except for acts or omissions which mvotve intentional misconduct or kno^K^ 
violation the law, or for a transaction from vduch the person derives an improper personal benefit. For purposes 
of this section, "compensathn" does not indude payments to reimburse a person for e^nses. 

11. A claim based upon or arising out of an act or omission in connection with an emergency response 
mduding but not limited to acts or omissions in connection with emergency response communications services. 

This section does not expand any existing cause of action or aeate any new cause of action against a 
munidpality. 



DEATH 
(Iowa Code excerpts) 

mi Death. 

* Death'' means the condition determined by the following standard: A person wiD be considered dead if in the 
announced opinion of a physician, based on ordinary standards of medical practice, that person has experienced an 
irreversible cessation of spontaneous respiratory and circulatory functions. In the event that artifidal means of 
support predude a determination that these functions have ceased, a person will be considered dead if m the 
announced opinion of two pbysidans, based on ordinary standards of medical practice, that person has experidnced 
an irreversible cessation of spontaneous brain functions. Death vrill have occurred at the time when the relevant 
functions ceased. 



EMERGENCV TFrKPHONF CkWR 
{Iowa Code excerpts) 

ins Obstrvctioo of emergency telephone calls* 

An emergency communication is any telephone call or radio transmission to a fire department or police 
department for aid, or a call or transmission for medical aid or ambulance service, when human life or property is in 
jeopardy and the prompt summoning of aid is essential A person who fails to relinquish a telephone or telephone 
line which the person is using when informed that the phone or line is needed for an emergency call or knowingly 
and mtentionally obstructs or interferes ^Ath an emergency call or transmission commits a simple misdemeanor. 

727.6 Falsely claiming emergency* 

Any person who secures the use of a telephone or telephone Une by falsely stating that such telephone or line is 
needed for an emergency call commits a simple misdemeanor. 
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EMERGENCY MEDICAL SERVICES TRAINING FUND 
(See I<mHt Administnitiye Code 641'a%qpur 130) 

APPROPRUTIONS (73GA, HF 2371) 

For salaries, support, maintenance, miscellaneous purposes, and for not more than the following fiill-time 
equivalent portions: $1,014,000 and 5 PTEs. 

It is the intent of the general assemUy that the moneys ^^propriated under this paragraph shall be used for the 
training of emergency medical srmices (EMS) penonnel at the state, county, and load levels. 

If a person m the course of responding to an emergenqr renders aid to an injured person and becomes exposed 
to bodily fluids of the mjured person, that emergency mpcmArr shaD be entitkd to hepatitis testing and 
immunization in accordance with the latest available medical tedmology to determine if infection with hepatitis has 
occurred The person shall be entitled to reimbursement from the emergency provider fund only if the 
reimbursement is not available through any employer or third-party payor. 

APPROPRUTIONS (73GA, SF 2327) 

There is appropriated from the general fund of the state to the Iowa department of public health for the state to the 
Iowa department of public health for the fiscal year be^nning July 1, 1990, and encUng June 30, 1991, the following 
amount, or so much thereof as is necessary, to be used for the purposes designated: 
For the acquisition of emergency medical services equipment: $750,000. 

1. The funds appropriated under this section shall be allocated to each county based upon the apportionment of 
funds as follows: 

a. 50 percent of the funds is apportioned based upon the area of a county to the total area of all counties. 

b. 25 percent of the funds is apportioned based upon the population of the county to the total population of all 
counties. 

c 25 percent of the funds is apportioned based upon the rural population of the county to the total rural 
population of all counties. 

2. Each county EMS association shall propose a plan for spending the count/s allocation and submit the plan to 
the regional EMS council for its review and comment. The regional EMS council shall review the plan and shall 
approve, modify, or deny the plan. If a request is denied, the county EMS association may submit a new proposal. 
Upon approval by the regional EMS council, the Iowa department of public health shall remit the amount approved 
to the award recipients. Each award of $1 to a county shall require a $1 match by the county or EMS provider. The 
Iowa department of public health shall provide assistance to the regional EMS council in reviewing the proposals. 

3. For the purposes of this section, unless the context otherwise requires: 

a. "Area", county EMS association", "EMS provider", "regional EMS council", and "rural population" mean the 
same as defmed in 6421 1 A.C. ch. 130. 

b. "Emergency medical services equipment" means defibrillators, nondisposable essential ambulance equipment, 
as defined by the American college of surgeons, communications pagers, radios, and base repeaters. "Emergency 
medical services equipment"" does not mclude ambulances, automotive parts, or buildings. 

It is the intent of the general assembly to fund an additional $750,000 in fiscal year 1992 for this purpose. 
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EMERGENCY TCLEPHQWE NUMBERS 

(See Iowa Administrative Code excerpts 199'<hapter 22) 

EMERGENCY NUMBERS IN TCLEPHONE DIRECTORIES 
(Jowa Administrative Code 19^Chapter 22 excerpts) 

199-223(2) Directories. All directories published after the effective date of these rules shall conform to the 
following: 

c. The year of issue shall appear on the front cover and, if space permits, on the back bmding. Information 
pertaining to emergency calls, such as for the police or fire departments, for each exchange listed in the directory 
shall appear conspicuously on the front side of the first page of the directory. The directoiy shall also show a 
summary of the names of listed exchanges with the name of each serving telephone utility next to the exchanges it 
serves. 



MEDICAID AMBULANCE REIMBURSEMENT 

(Iowa Administrative Code Ml-^Chapters 77, 78 and 79 excerpts) 

441-77.11 (249A) Ambulance service* Providers of ambulance service are eligible to participate providing they 
meet the eli^ility requirements for participation in the Medicare program (Title XVm of the Social Security Act). 

441-78.11 (249A) Ambulftoce service. Payment will be approved for ambulance service if it is required by the 
redpient^s condition and if the recipient is transported to the nearest hospital with appropriate facilities or to one in 
the same locality, from one hospital to another, to the patient's home, or to a sidlled nursing home. Payment for 
ambulance service to the nearest hospital for outpatient service will be approved only tor emergency treatment. 
Ambulance service must be medically necessary and not merely for the convenience of the patient. 

78.11(1) Partial payment may be made when an individual is transported beyond the destinations specified, and 
is limited to the amount that would have been paid had the mdi>adual been transported to the nearest institution 
^th appropriate facilities. When transportation is to the patient's home, partial payment is limited to the amoimt 
that would have been paid from the nearest mstitution ^th appropriate facilities. When a recipient who is a 
resident of a nursing care facility is hospitalized and later discharged from the hospital, payment w^ be made for 
the trip to the nursing care facility where the recipient resides even though it may not in fact be the nearest nursing 
care facility. 

7&11(2) The carrier shall determme that the ambulance transportation was medically necessary and that the 
condition of the patient precluded any other method of transportation. Payment can be made without the 
physician's confirmation \^en: 

a. The individual is admitted as a hospital inpatient or in an emergency situation. 

b. Previous information on file relating to the patient's condition dearly indicates ambulance service was 
necessary. 

78«11(3) When a patient is transferred from one nursing home to another because of the dosbg of a facility or 
from a nursing home to a custodial home because the redpient no longer requires nursing care, the conditions of 
medical necessity and the distance requirements shall not be applicable. Approval for transfer shall be made by the 
local office of the department of human services prior to the transfer. When such a transfer is made, the following 
rate schedule shall apply: 

One patient - normal allowance 

Two patients - 3/4 normal allowance per patient 

Three patients - 2/3 normal allowance per patient 

Four patients - 5/8 normal allowance per patient 
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441-7&13(249A) TrauportatloB to mdve nedlcml care. 

Payment will be approved for transportation to receive services covered under the program only to the nearest 
institution or practitioner having appropriate tadlities for care of the recipient when the following conditions are 
met. 

78*13(1) The source of the care is located out^de the city limits of the community in which the recipient re^des; 

or 

78.13(2) The recipient resides in a rural area and must travel to a dty to receive necessary care; and 

7&13(3) The type of care is not available in the community in which the recipient resides, or the recipient has 

been refened by the attending physician to a specialist m another community; and 

78*13(4) There is no resource availaUe to the redpieat throui^ which necessary transportation might be 

secured free of charge. 

78*13(5) Transportation maybe of any type and may be provided from any source. When transportation is by 
car, the maximum payment ^di may be made will be the actual charge made by the provider for transportation to 
and from the source of medical care, but not m excess of the rate per mile payable to state employees for offidal 
travel When public transportation is udlized, the basis of payment will be the actual charge made by the prouder 
of transportation, not to exceed the charge that would be made by the most economical available source of public 
transportation. In all cases where public transportation is reasonaUy available to or from the source of care and the 
recipient's condition does not preclude its use, it must be utilized. When the recipient's condition precludes the use 
of public transportation, a statement to the effect shall be included in the case record. 

78.13(6) In the case of a child too young to travel alone, or an adult or child who because of physical or mental 
bcapadty is unable to travel alone, payment subject to the above conditions shall be made for the transportation 
costs of an escort. The worker is responsible for making a decision concerning the necessity of an escort and 
recording the basis for the decision in the case record. 

78J3(7) When meals and lodging or other travel expenses required m connection with transportation, payment 
will be subject to the same conditions as for a state employee and the maximum amount payable shall not exceed 
the maximum payable to a state employee for the same e^qpenses in connection with offidal travel ^thin the state of 
Iowa. 

78.13(8) When the ser^ces of an escort are required subject to the conditions outlined above, payment may be 
made for meals and lodpng, when required, on the same basis as for the redpient. 

78.13(9) Payment will not be made in advance to a redpient or a provider of medical transportation. 

441-79*1 (249A) 

Principles governing reimbursement of providers of medical and health Mrvicet. The basis of payment for 
services rendered by providers of services partidpating in ihc medical assistance program is either a system based 
on the provider's allowable costs of operation or a fee schedule. Generally, institutional types of providers such as 
hospitals and intermediate care facilities are reimbursed on a coa-related basis and {vactitioners such as physicians, 
dentists, optometrists, and similar providers are reimbursed on the basis of a fee schedule. Providers of service 
must accept reimbursement based upon the department's metboddogy without making any additional charge to the 
redpient. 

79.1(1) Types of rtimburstment 

a. Prospective cost^iaied. Providers are reimbursed on the basis of a per diem rate calculated prospectively 
for each partidpating provider based on reasonable and proper costs of operation. The rate is determined hy 
establishing a base year per diem rate to which an annual index is applied. 

b. Retrospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated 
retrospectively for each partidpating provider based on reasonabk and proper costs of operation with suitable 
retroactive adjustments based on submission of financial and statistical reports by the provider. The retroactive 
adjustment represents the difference between the amount received by the provider during the year for covered 
services and the amount determined m accordance with an accepted method of cost apportionment (generally the 
Medicare prindples of apportionment) to be the actual costs of service rendered medical assistance redpients. 
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c. Fee schedules. Fees for the various procedures involved ire determined by the department vAih advice and 
consultation from the appropriate professional group. The fees ire intended to reflect the amount of resources 
(time, training, experience) involved in each procedure. Individuil adjustments will be made periodically to correct 
any inequity or to add new procedures or eliminate or modify others. Of product costs is involved m addition to 
service, reimbursement is based either on a fixed fee, wholesale cost, or on actual icquisition costs of the product to 
the provider, or product cost is bduded as part of the fee schedule. Providers on fee schedules are reimbursed the 
lower of: 

(1) The actual charge made by the provider of serWce. 

(2) The maximum allowance under the fee schedule for the item of service in question. Payment levels for fee 
schedule providers of service will be increased on an annual basis by an economic index reflecting overall inflation 
as well as inflation in office practice e)q>enses of the particular provider category involved to the extent data is 
available. Annual increases will be made beginning July 1, 1968. 

There are some variations in this methodology which ire ipplicable to certain providers. These are set forth 
below in subrules 79.1(3) to 79.1(9). 

Copies of fee schedules b effect for the providers covered by fee schedules can be obtained after July 1, 1987, by 
contacting the department's fiscal agent at the following address: UNISYS, P.O. Box 10394, Des Moines, Iowa 
50306^394, 515/263-3984. 

79.1 (2) Basis of reimbursement of specific provider categories. 

Basis of 

Provider category reimbursement U pper limit 

Ambulance Fee schedule Fee schedule 



SNOWMOBILE AMBUIANCE SLED FUT^ING 
(Iowa Administrative Code Sll-^Chapter 28 excerpts ) 

571-28.1 (321G) Purpose and Intent 

This program provides funds from snowmobile re^trations to local political subdivisions for the development, 
maintenance of, and acquisition of land for snowmobile trails and appurtenant facilities on lands which may be in 
other than state ownership. This rule is to clarify procedures used m implementing agreements under Iowa Code 
chapter 28E between the department of natural resources, hereinafter referred to as the department, and other 
public agencies. All trails and facilities established with the use of revenues under this program shall be open to use 
by the general public free of charge. 

571-282(321G) Distribution of funds. 

The annual local share of state snowmobile re^tration funds shall be distributed in accordance with rule 
28.3(321G) and upon execution of agreements under Iowa Code chapter 28E. 

571-283(321G) Administrntion of snownobile fund illocatiiNi to goveruicBtal subdivisions. 

283(1) Application. Applications for snowmobUe cost-share mraey will be made on application forms available 
from the department. The application must be completed and signed by the chairperson of the applying 
governmental subdivision. The application must be accompanied by a copy of the official minutes of the meeting at 
which the request was approved. 

28 J(2) Application deadline. Applications for snowmobile fund money must be received by the department and 
postmarked no later than 12 midni^t, July 1 of each year. This deadline will become effective on July 1, 1986. 
Applications received after that date will be returned to the submitting agency and will not be considered for cost- 
share money for that year. Application forms will be provided on request from the department. 

283(3) Review and selection committee. The review and selection committee will be comprised of the follo\wng: 

1. Chief, governmental liaison bureau or designee, department of natural resources. 

2. Chief, planning bureau or designee, department of natural resources. 

3. Chief, budget and grant bureau or designee, department of natural resources. 

4. Chairperson, Iowa association of county conservation board employees or designee. 

5. Chairperson, Iowa association of county conservation boards or designee. 

6. Two representatives appointed by the chairperson, Iowa state snowmobile association. 
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283(4) Project selection. The snowmobac cost-share committee will meet July 15 or closest work day at tke 
central office, department of natural resources. Those projects that have been in^)ectcd awl approved as safe by 
the department's conservation officer and, where necessary, have been designated as snowmobUe tr^ by the 
county board of supervisors or the city council, will be rewcwcd and prioritized Primary considerations for 
establishing priority will include: 

1. Average snowfall 

2. Addition to existing program or new program. 

3. Miles of UaiL 

4. Trail diversity. 

5. For subdivi^ons already participating, previous performance m grant program. 

6. Number of snowmobiles. 

7« Average annual number of days vrith snow cover exceeding one inch. 
283(5) Director's review. The director wiU review committee selections aiad may rejca any appUcati 
the committee for funding. 

283(6) ItermirKbuIediri snowmobile fimdprogrartu 

5. Ambulance sled. Actual cost to $750 and mnety percent over the figure per sled. 

571-28.4(321G) Use of funded Items. 

Manufactured products or machinery purchased by public agencies with state assistance under this program shall 
be used only for the purpose of establishing or maintaining snowmobile trails, or emergency rescue operations 
where applicable. 

AIDS TRAINING PROGRAMS 
(Iowa Administradve Code excerpts 641<hapUr 21) 

641-1 135(72GA3F2157) Purpose. The purpose is to describe what constitutes an approved Uaining program, the 
required content of acquired immune deficiency syndrome training programs and to identify the groups of personnel 
involved. 

1135(1) Nonemergency personnel. All supervisory and patient care personnel of any agency listed below shall 
complete a minimum of two hours of training concerning acquired immune deficiency syndrome-related conditions: 

a. A licensed hospice, 

b. A homcmakcr-home health aide provider agency which receives state homemaker-home health aide funds, 

or 

c An agency which provides respite care services and receives funds, 
NOTE: New employees shall complete the training within six months of their initial employment Existing 
employees shall complete the training on or before January 1^ 1989. AIDS education programs conducted on or 
after January 1, 1987, shall count as satisfying the two-hour requirement when attendance and course content can be 
verified 

1135(2) Content. Training programs must address the following topics: 

a. HIV disease processes, 

b. Signs and symptoms, 

c. Transmission, 

d. High risk activities, 

e. Prevention recommendations, and 

f. Universal precautions according to the follov^ Morbidity and Mortality Weekly Reports published by 
the U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, Atlanta. 
Georgia 30333: 

(1) Volume 36, Number 2S, Supplement, dated August 21, 1987, entitled "Recommendations for Prevention of 
HIV Transmission in Health-Ore Settings,* and 

(2) Volume 37, Number 24, dated June 24, 1988, entitled "Update: Universal Precautions for Prevention of 
Transmission of Human Immunodcfidency Virus, Hepatitis B Virus, and Other Bloodbomc Pathogens in Hcalth- 
C^e Settings.* 
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1135(3) Emergency and law enforcement personnel. All emergency medical services personnel, firefighters, 
and law enforcement personnel shall complete a mintmiim of two hours of training concerning acquired immune 
deficiency syndrome-related conditions and the prevention of human immunodeficiency virus infection. 

1135(4) Content, Training programs must address the following topics: 

a. HIV disease processes, 

b. Signs and symptoms, 
c Transmission, 

d. High risk activities, 

e. Prevention recommendations, and 

f. Universal precautions according to the following Morbidity and Mortality Weekly Reports published by the 
U.S. Department of Health and Human Services, Public Heakh Service, Outers for Disease (Control, Atlanta, 
Georgia 30333: 

(1) Volume 36, Number 2S, Supplement, dated August 21, 1987, entitled "Recommendations for Prevention of 
HIV Transmission m Health-Care Settings," and 

(2) Volume 37, Number 24, dated June 24, 1988, entitied "Update: Universal Precautions for Prevention of 
Transmission of Human Immunodeficiency Virus, Hepatitis E Virus, and Other Bioodborne Pathogens in Health- 
Care Settings." 



641-19.1 (135) Definitions. For the purpose of these rules, the following terms shall have the meaning indicated in 
this rule: 

"Mass gathering means an outdoor asser^ibly which may be attended by more than 1,000 attendants for a period 
of more than 12 hours duration. A mass gathering does not mean an event which is conducted or sponsored by a 
govemmcnlal imil on publicly owned properly or an event which Is held within a permanent building constructed for 
the purpose of conducting mass gathering activities. 

641-19.4 (135) Requirements. The following shall be provided and in operation at least 24 hours before the mass 
gathering is scheduled to begin. 

19.4(5) Medical faciliiicL and personnel. Each sile shaii Ik provided with an adequately staffed first aid station. 
Arrangements shall be made for ambulance service. There shal! be some means of summoning an ambulance if 
required. The first aid station shall be readily aeccssibie to ambulances. 



MASS GATHERINGS - AMBl?L.^NC£S 
(Iowa Adtninistrativc Code 641-Chapter 19 excerpts) 
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Note: The Department of Public Health has filed extensive amendmenU to this chapter. 
Contact the EMS Section for current informatioiL 



EMERGENCY MEDICAL SERVICES TRAINING FUND 
(Iowa Administrative Code 641-Oujpter 130) 
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641-130.1 (72GA3F2310) Definitions. For the purpose of these rules, the following definitions shall apply: 
'^Advanced EAfP means an individual trained in advanced emergency medical care who is currently certified as 

an advanced EMT by the Iowa board of medical exammers. 

"^Ambulance service"* means any privately or publicly owned service program which utilizes ambulances in order 

to provide patient transportation and emergency medical care at the scene of an emergency or while enroute to a 

hospital. 

""Applicanf means an mdividual or public or private entity which has submitted an application for 'Special EMS 
Training Project' funds. 

means the number of square miles m a county listed in the '1980 Census of Population and Housing," 
dated March, 1981, published by the Iowa department of economic development. 

"CEHs" means ■continuing education hours' which arc based upon a minimum of 50 minutes of training per 
hour. 

"'Conferences'* means continuing education courses which provide at least 7 CEHs. 

"^Continuing education"* means approved training which is received after becoming certified as an EMS provider 
to maintain skills and knowledge and to satisfy renewal of certification requirements. 

""County EMS association"* means a countywide group of EMS providers and various agency and organization 
representatives and consumers who advise the county board of supervisors their designee on EMS needs and 
objectives. 

"*Department"* means the Iowa department of public health. 

""Designee"* means a county government agency or a board, commission or committee which has entered into an 
agreement with the county board of supervisors pursuant to Iowa Code, chapter 28E. 
""Director"* means the director of the Iowa department of public health. 

""Emergency medical technician-ambulance"* means an mdividual trained in patient assessment, the recognition of 
signs and symptoms regarding illness or injury, and the use of proper procedures when rendering basic emergency 
medical care, and who is currently certified as an emergency medical technician-ambulance by the department. 

""Emergency rescue technician'' means an individual tramed in various rescue techniques including rescue from 
heights and depths, extrication from automobiles, agricultural rescue, and rescue from water and special hazards, 
and who is currently certified as an emergency rescue technician by the department. 

'"EMS" means 'emergency medical services.' 

""E^fS provider^ means a FR, ERT, EMT-A, advanced EMT, paramedic or other health care practitioner 
mvolved in the provision of emergency medical c^re. 

""EMT'A"" mcasxs "emergency medical technician-ambulance." 
'"ERT" means "emergency rescue technician." 



Iowa EMS SymntAfy (May 7, 1990) 



3S 



E-41 



7^;^/ respondtr^ means an mdividual trained in patient-sUbilizing techniques, through the use of initial basic 
emergency medical care procedures and skills prior to the arrival of an ambulance or rescue squad, and ^o is 
currently certified as a Hrst responder by the department. 

""First response service" means any privately or publicly owned sendee program which does not provide patient 
transportation and utilizes only first response vehicles to provide emergency medical care at the scene of an 
emergency. 

V/?" means "first responder." 

""Paramedic'" means an Ladividual trained m advanced emergency medical care and ^o is currently certified as a 
paramedic by the Iowa board of medical examiners. 

'"Regional EMS councir means a multicounty non-profit corporation whose purpose is to facilitate EMS 
development on a regional basis. 

""Rescue service"" means any privately or publicly owned service program which docs not provide patient 
transportation and utilizes only rescue vehicles to provide emergency medical care and extrication at the scene of an 
emergency. 

""Rural population"" means the number of rural residents listed in the "1980 Census of Population and Housing," 
dated March, 1981, published by the Iowa department of economic development 

""Service program** means any emergency medical care ambulance, rescue or first response service. 
"Training" means EMS related courses designed and intended for EMS providers. 

"Training aid*" means an item used in EMS training and includes, but is not limited to: slides, nim's, mannequins, 
emergency care devices, books and other items pertinent and necessary for training purposes. 

"Training program" means a facility providing training for EMS providers and which has received approval by the 
department as a basic care training program or by the Iowa board of medical examiners as an advanced care 
training program. 

641-130.2 (72GA^F2310) Emergency medical services trainiiig fund 

1302(1) EMS training funds shall be used for training-related purposes only. 

1302(2) EMS training funds arc intended to supplement rather than supplant EMS funds that would otherwise 
be available at the state, county or local level 

641-1303 (72GA^SF2310) Allocation of EMS training funds to counties. 

1303(1) Funds for training- related purposes at the county and local level are available on a justifiable need 
basis. The maximum county funding shall be determined by the following formula: 

a. Fifty percent of the funds wili be allocated according to each count/s rural population, and 

b. Fifty percent of the funds wll be allocated according to each counl/s area. 

1303(2) Each county requesting funds shall submit an application to the department. If by March 1 of each 
year, the contracted funds total less than the total amount available for county funding, the remaining funds shall be 
made av^able on an as needed basis through a supplemental application process. 

1303(3) The county board of supervisors or their designee shall be responsible for the administration of the 
county's EMS training funds. 

D03(4) A county may use funds to train members of an ambulance, rescue, or first response service located in 
a neighboring county if service is provided on a regular basis to residents of the ftmding county. 

1303(5) Each county shall have a county EMS association to provide the county board of supervisors or their 
designee with advice relating to EMS funding needs and objectives. 

1303(6) Items which are eligible for EMS fund expenditures include: 

a. Reimbursement of EMS training costs for tuition and fees and course materials for persons who 
successfully pass the certification examinations; 

b. Payment of EMS continuing education costs for tuition and other fees and course materials; 

c. Payment for EMS training aids (not to exceed $300 per item). NOTE: The $300 may be applied toward 
training aids costing more than $3(X). 

1303(7) Costs which arc not eligible for funding include the following: 

a. Building and construction; 

b. Certification/rccertification fees; 

c. Debt amortization; 

d. Examination fees; 

e. Land; 
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f. Nontralnixig related equipment; 

g. Personnel costs; 

h. Rent; 

i. Travel; 
j. Utilities; 

k. Other operating expenses. 

641-130.4 (72GA^F2310) AppHcaUon and review process. 

130.4(1) Application forois are available upon request from the Iowa Department of Public Health, Emergency 
Medical Services Section, Lucas State Office Building, Des M(»nes, Iowa SQ319-007S. 

130^(2) Each application shall mdude, as a minimum: 

a. A complete description of the existing county EMS ^stem including any interactions with other counties. 

b. A completed survey (needs assessment) for eacL saibulancr., rescue, and first response service m the 
county. 

c A description of the proposed use of the funds. 

d. A projected description of the county EMS fern's future objectives. 

130.4(3) Applications must be approved by the county board of supervisors or their designee and submitted to 
the appropriate regional EMS council for review and comment. 

130.4(4) The regional EMS council may refer the application back to the county for further information or 
clarification if necessary. 

130.4(5) The department may approve or deny an application in whole or m parlu 

130.4(6) If an application is approved, the department shall enter into a contract with the county to provide 
EMS training-related funds. 

130.4(7) C^ontract funds vrill be provided to coimties no more often than once a month. Monthly expenditure 
reports and quarterly progress reports shall be submitted to the department. 

130.4(8) C^onlract funds must be obligated prior to May 31 and C3q>ended prior to August 30 of each year. No 
carryover of funds is {>ermitted between fiscal years. 

641-1303 (72GA,SF2310) Special EMS training projects. 

1303(1) Special EMS training funds are available for projects at the regional and state level. 

1303(2) The department may establish special EMS training projects which will serve the entire state. 

1303(3) Oihcr special EMS training projects will be considered for approval according to the merits of the 
applicatioa, the dale the application is received and the availability of funds. Allowable projects mdude, but may 
not be limited to: 

a. Regional EMS councils that apply for training aids to be made available for temporary or permanent loan 
to ambulance, rescue, or fu'St response services, ho^itals, training programs or other appropriate locations within 
their re^on. To avoid duplication and maximize the use of these funds, applications for training aids from regional 
EMS councils may be g^ven priority. 

b. Sponsors of continuing education conferences that apply for funding to reduce the cost to attendees. 
1303(4) Applicants shall complete and submit a "Special EMS Training Project Application' available from the 

Iowa Department of Public Health, Emergency Medical Services Section, Lucas State Office Building, Des Momes, 
Iowa 50319^5. 

641-130.6 (72GA^F2310) Application deoUl or partial denial^ppeaL 

130.6(1) Denial or partial denial of an application shall be effected m accordance with the requirements of Iowa 
Code section 17A.12. Notice to the applicant of denial or partial denial shall be served by restricted certified mail, 
return receipt requested, or by personal service. 

130.6(2) Any request for appeal concerning denial or partial denial shall be submitted by the aggrieved party in 
writing to the department by certified mail, return receipt requested, within 30 days of the receipt of the 
department's notice. The address is: Iowa Department of Public Health, Emergency Medical Services Section, 
Lucas State Office Building, Des Moines, Iowa 50319-0075. Prior to or at the hearing, the department may rescind 
the denial or partial denial. If no request for appeal is received within the 30-day time period, the department's 
notice of denial or partial denial shall become the department's final agency action. 

130.6(3) Upon receipt of an appeal that meets contested case status, the appeal shall be forwarded within five 
working daN's to the department of inspections and appeals pursuant to the rules adopted by that agency regarding 
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the traiumissioo of contcstpd cases. The information upoo which the adverse action is based and any additional 
information which may be provided by the aggrieved party shall also be provided to the department of inspections 
and appeals. 

130^(4) The hearing shall be conducted according to the procedural rules of the department of inspections and 
appeals found in 481*-Chapter 4, Iowa Administrative Code. 

130.6(5) When the hearing officer makes a proposed dectsion aud order, it shall be served by restricted ceitified 
mail, return receipt requested, or delivered by personal service. That proposed dectsioo and order then becomes 
the department's final agency action without fiuther proceedings ten days after it is received by the aggrieved party 
unless an appeal to the director is taken as provided m subnde 130.6(6). 

130^(6) Any appeal to the director for review of the proposed decision and order of the hearing oBiccr shall be 
filed in writing and mailed to the director by certified mail, return receipt requested, or delivered by personal service 
within ten days after the receipt of the hearing oGGcer's proposed decision and order by the aggrieved party. A copy 
of the appeal shall also be mailed to the hearing officer. Any request for an appeal shall state the reason for appeal. 

130.6(7) Upon receipt of an appeal request, the hearing officer shall prepare the record of the hearing for 
submission to the director. The record shall include the following: 

a« All pleadings, motions, and rules. 

b. All evidence received or considered and all other submissions by recording or transcript. 

c. A statement of all matters officially noticed. 

d. All questions and offers of proof, objections and rulings on them. 

e. All proposed findings and exceptions. 

f. The proposed decision and order of the hearing officer. 

130.6(8) The decision and order of the director becomes the department's final agency action upon receipt by 
the aggrieved party and shall be delivered by restricted certified mail, ruum receipt requested, or by personal 
service. 

130.6(9) It is not necessary to file an application for a rehearing to exhaust administrative remedies when 
appealing to the director or the district court as provided in Iowa Code section 17A.19. The aggrieved party to the 
final agency action of the department who has exhausted all administrative remedies may petition for judidal review 
of that action pursuant to Iowa Code chapter 17 A. 

130.6(10) Any petition for judidal review of a decision and order shall be filed in the district court within 30 
days after the decision and order becomes final. A copy of the notice of appeal shall be sent to the department by 
certified mail, return receipt requested, or by personal service. The address is: Iowa Department of Public Health, 
Emergency Medical Services Section, Lucas State Office Building, Des Moines, Iowa 50319-0075. 

130.6(11) The parly who appeals a final agency action to the distria court shall pay the cost of the preparation 
of a transcript of the a>ntcstcd case hearing for the district court. 
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TRAINING AND CERTIFICATION OF FIRST RESPONDERS, EMERGENCY RESCUE 
TCCHNICIANS AND EMERGENCY MEDICAL TECHNICIANS - AMBULANCE 
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641-131 J (147) Definitions. For the purpose of these rules, the following definitions shall apply: 

'B4isk emergency medical care' means those prehospital skills and noninvasive techniques bduded in each basic 

course curriculum. It does not bdude medical procedures defined as "advanced emergency medical care" pursuant 

to Iowa Code section 147A.1. 

'Basic emergency medical care perspnner means any first responder, emergency rescue technician, or emergency 

medical technician*ambulance currently certified by the department 

"Board' means the state board of medical examiners appointed pursuant to Iowa Code section 147.14, subsection 

2. 

"CEMr* means "continuing education hours," which are based upon a minim^im of SO minutes of training per 
hoar. 

"Continuing e d uc a t ion' means training approved by the department which is obtained by a certified basic 
emergency medical care provider to maintain, improve, or expand relevant skills and knowledge and to satisfy 
renewal of certification requirements. 

'Course completion date' means the date of the final classroom session of a basic emergency medical care 
provider course. 

^Course coordiruUor^ means an indi>^ual who has been assigned by the training program to coordinate the 
activities of a basic emergency medical care provider course. 

"CPR" means training and certification in cardi(^ulmonary resuscitation and obstructed airway procedures 
according to American Heart Association or American Red Cross standards. This bdudes one rescuer, two 
rescuer, and child/infant cardiopulmonary resusdtation and adult and child/infant obstructed airway procedures. 

'Department means the Iowa department of public health. 

'DUectof^ means the director of the Iowa department of public health. 

"Emergency medical technician-arttbuiance" means an individual who has successfully completed, as a m inim u m , 
the United States Department of Transportation's Emergency Medical Technician-Ambulance curriculum, passed 
the department's approved written and practical examinations, and is currently certified by the department as an 
EMTA. 
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''EMS'* means "emergency medical services." 

"EMS-V means "emergency medical services-instructor." 

"EMS instructor^ means an individual who has successfully completed the United States Department 6[ 
Transportation's EMS Instructor curriculum^ passed the department's approved written and {M-actical examinations, 
and is currently certified by the department as an EMS-I. 

"EMT'A" means "emergency medical technidan-ambulance.* 

''First responder^ means an individual who has successhilly completed the United States Department of 
Transportation's First Responder curriculum, passed the department's approved written and practical examinations, 
and is currently certified by the department as an FR. 

"FR" means "first responder." 

**Outreach course coordinator** means an mdividual has been assigned by the training program to coordinate 
the activities of a basic emergency medical care provider course held outside the training program facilities. 

"Physician' means any individual licensed under Iowa Code chapter 148, 150, or 150A. 

"Preceptor^ means an individual who has been assigned by the training program, dinical facility or service 
program to supervise students while the students are completing their clinical or field experience. A preceptor must 
be an emergency medical care provider certified at the level being supervised or higher, or must be licensed as a 
registered nurse, physician's assistant or physician. 

"Specialty certifications* means a nonmedical certification in an area related to emergency medical care including, 
but ii5>t limited to, emergency rescue technician and emergency medical services-instructor. 

'^Student'* means any individual enrolled in a training program and participating in the didaaic, clinical, or field 
experience portions. 

"Training program" means an area vocational school, an area community college or a law enforcement academy 
approved by the department to conduct basic emergency medical care training. Law enforcement academies shall 
be limited to FR training for law enforcement trainees. Hospital-based traming programs approved by the Iowa 
board of medical examiners to train advanced emergency medical care personnel may also receive approval from 
the department to train basic emergency medical care personnel. 

"Training progra/n director^ means an appropriate health care professional (full-time educator or praaitioner of 
emergenqr or critical care) assigned by the training program to direct the operation of the training program. 

"Training program medical director^ means any physician licensed under Iowa Code chapter 148, 150, or 15QA 
who is responsible for direaing a basic emergency medical care training program. 

641-13U(147) Reserved. 

641-1313 (147) Basic emergency medical care personnel - requirements for enrollment in training programs. 
1313(1) To be enrolled m a training program an applicant shall be: 

a. At least 17 years of age at the time of enroUment. 

b. Able to speak, write and read English. 

c Physically able to perform the functioas of a basic emergency medical care provider as appropriate. 

d. Currently certified pursuant to Iowa Code section 147.161 as an FR or EMT-A or currently certified 
pursuant to Iowa Code subsection 147A.4(2) as an advanced emergency medical care provider if enrolling in an 
ERT course. 

1313(2) With training program approval, persons who are not enrolled m a basic emergency medical care 
provider course may audit those courses. They shall not be eligible to take the practical and written certification 
examinations. 

641-131.4 (147) Basic emergency medical care provideni - certifkatioo, renewal standards and procedures, and 
fees. 

131.4(1) Application and cxammation. 

a. Applicants shall complete an "EMS Student Registration" form at the be^nning of the course. Courses 
wWch are completed within two weeks are exempt from this requirement. "EMS Student Re^ration" forms are 
provided by the department. 

b. "EMS Student Registration" forms shall be forwarded to the department by the training program no later 
than two weeks after the beginning of the course. 

c. Upon satisfactory completion of the course and all traming program requirements, the student shall be 
recommended by the training program to take the certification examinations. 
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d. The pradical exambation shall be admimstered by the training program the standards and forms 
provided by the dcpanmcnl. The Uaining program shall notify the department at least two weeks prior to the 
administration of a praaical exambation. 

e. To be eligible to take the written examination, the student shall pass the practical exambation. 

f. To be eligible to take the practical examination, the student shall be currently certified b CPR. 

g. To be eligible for certification, the student shall have a high school diploma or equivalent 

h. The student shall submit an "EMS Certification Application' form. "EMS Certification AppKcation" forms 
are provided by the department. 

L When a student's 'EMS Student RepisUation' or 'EMS Certification Application' is referred for 
bvestigaiion, the student shall not be certified until approved by the department 

j. The written exambations shall be administered by the department at times and places scheduled by the 
department. 

k. No oral certification examinations shall be permitted 

L Practical exambation fees shall be dctennbed by the training program. 

m. A student who fails the practical certification examination shall be required to repeat only those stations 
which were failed and shall have two additional opportunities to attam a passing score. The student may repeat the 
failed exambation stations on the same day as determined by the training program. 

n. A student who fails to atlab at least a 70 percent overall score on the written certification e xamina tion shall 
have two additional opportunities to complete the entire examination and attab a passing score. 

o. A student who fails to pass the practical or written certification exambation on the third attempt and who 
wishes to pursue certification shall repeat the entire course. 

p. AH exammaiion attempts shall be completed withb one year of the initial course completi<Ki date. 

q. Exambation scores shall be confidential except that they may be released to the training program which 
provided the training or released b a manner which does not permit the identlTication of an bdividuaL 

r. Applicants for EMS-I cenification shall: 

(1) Be cunently certified as a basic or advanced emergency medical care provider or currently licensed as a 
registered nurse, physician assistant or physician. 

(2) Successfully cotapletc an EMS*Instnictor course sponsored by the department. 

(3) Successfully pasr. the v-xittcn and practical examinations administered by the department. 
131.4(2) Multiple ceriificales and renewal. 

a. Wiib the sxcepiion of specialty certifications, only one certificate issued by the department or board shall 
be considered aciive. Thai ceriificate shall be for the bdividual*s highest level of certification. Any lower levels of 
certification shall K corLsidcrcd baciive. 

b. A lower level cerlificale may be issued if the bdividual fails to renew the higher level of certification or 
voluntarily chooses to move fiom a higher level to a lower level To be issued a certificate b these instances, an 
bdividual shall: 

(1) Complete all applicable contbubg education requirements for the lower level during the certification 
period. 

(2) Complete and submit to the department an "Application for Renewal of Certification" and the applicable 
fee. 

c A denial, probation, suspension or revocation imposed upon an bdividual certificate holder by the 
department shall be considered applicable to all certificates issued to that bdividual by the department. 
131.4(3) Renewal of certification, 

a. A certificate shall be valid for two years from issuance unless specified otherwise on the certificate or unless 
sooner suspended or revoked. 

b. All coolinuing education requirements shall be completed during the certification period prior to the 
certificate's expiration date. Failure to complete the contbuing education requirements prior to the expiration date 
shall result b lapsed certification. 

c. No more than 90 days after the expiration date shall be allowed for the submission (based upon the 
postmark dale) of the 'Application for Renewal of Certification' booklet to document completion of contbuing 
education requirements. After 90 days, the certification shall be considered lapsed and the bdividual shall not 
function as a basic emergency medical care provider. 

(1) An bdividual who completes the required contbuing education during the certification period, but fails to 
submit the 'Application for Renewal of Certification' withb 90 days after the expiration date, shall be required to 
submit a late fee of S30 to obtab renewal of certification. 
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d. An individual who has not completed the required continuing education during the certification period and 
is seeking to reinstate a lapsed certificate shall: 

(1) Complete continuing education courses equivalent to the renewal requirements for that particular level of 
certification within six years following the certificate's expiration date. Refer to Table 1 for total number of hours 
required. 

(2) Meet all applicable eligibility requirements. 

(3) Submit an "EMS Reinstatement Application* and the applicable fees to the department 

(4) Pass the appropriate praaical and written certification examinations. 



TABLE 1 





REQUIRED CONTINUING EDUCATION 
HOURS FOR REINSTATEMENT 
(including required topics) 


CERTIFICATION LAPSED FOR 


FR 


EMT-A 


Less than 2 years 


14 


24 


2 - 4 years 


28 


48 


4 - 6 years 


42 


72 



e. If certification has been expired for more than six years, the individual shall repeat the entire course, pass 
the practical and written certification examinations, meet all applicable eligibility requirements and submit the 
applicable fees and forms to again become certified. 

f. If an indnidual u> unable to complete the required continuing education during the certification period due 
to an illness or mjur) , a one -year extension of certification may be issued upon submission of a signed statement 
from a physician and approval by the department. 

131.4(4) Renewal standards. The "Application for Renewal of Certification" and instructions for renewal shall 
be mailed with the ccrlificalc to the cerlificate holder. To be eli^ble for renewal, the certificate holder must: 

a. Have signed and submitted an "Application for Renewal of Certification" and the applicable fee within 90 
days after the aTlifiCiilc's expiration date. 

b. Have a current CPR cerlincalc or a signed and dated statement from a certified CPR instructor that 
documents current ccnincalion in CPR. 

c. Have completed the continuing education requirements during the certification period including: 

(1) FR - 14 hours of approved contmuing education mduding at least one hour in each of the following 
required topic areas: 

1. Infectious diseases 

2. Abuse (child and dependent adult) 

3. Trauma emergencies (should include skills practice) 

4. ' Medical emergencies (should include skills practice) 

(2) EMT-A - 24 hours of approved continuing education including at least one hour in each of the following 
required topic areas: 

1. Infectious diseases 

2. Abuse {child and dependent adult) 

3. Trauma emergencies (should include skills practice) 

4. Medical emergencies (should include skills practice) 

(3) Specialty certification (must also maintain medical certification or appropriate licensure) 

1, ERT - at least one hour in each of the following required topic areas: 
Agricultural/industrial rescue 

Rescue equipment /techniques 
Special hazards 
Vehicle rescue 

2. EMS-I - attend at least one EMS-1 workshop sponsored by the department. 
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131.4(5) Continuing education approval Continuing education horn (CEHs) may be issued for the following 
types of training during the certification period: 

(a) Courses which are based upon the board's or the department's curricula (or EMS providers and other 
courses pertinent to basic emergency medical care. Approved self-study and video courses are permitted (4 hours 
maximum for FR; 8 hours maximum for EMT-A. 

(b) In-bospital clinical experience in areas relating to emergency medical care (4 hours maximum for FR; 8 
hours maximum for EMT-A. 

(c) Disaster drills (4 hours maximum). 

(d) Contmuing education course instructors will be granted the ai^ropriale number of CEHs for the courses 
taught. 

(e) EMS course instriK^orswiU be granted the appropriate number of CEHs for the courses ta^^ When 
identical courses are taught, CEHs wiSl be granted for the first course only. 

(0 Practical certification examination evaluatioo (6 hours maxunum). 

(g) EMS course attendance (or audit) wiU qualify as continuing education based upon the number of hours 
attended (or audited). 

(h) Basic care continuing education hours which have been approved pursuant to Iowa Administrative Code 
641-132.6 (147A)» shall be considered approved for basic emergency medical care personnel 

131.4(6) Out-of-state continuing education. Out-of-state continuing education courses v^ be accepted for 
CEHs if they meet the criteria in subrule 131.4(5) and have been approved for basic emergency medical care 
personnel in the state in which the courses were held. A copy of course completion certificates (or other verifying 
documentation) shall be submitted to the department with the "Application for Renewal of Certification". 

131.4(7) CEHs shall not be approved for 

a. CPR course attendance, CPR course instruction or CPR instructor training. 

b. Courses or portions of courses which are beyond the scope of training and authority for baiuc emergency 
medical care personnel 

131.4(8) Fees. 

a. No fees shall be collected for the written examination, certification or rccertification, except as provided in 
paragraph *%." 

b. The following fees shall be collected by the department: 

(1) Endorsement certification fee - $30. 

(2) Reinstatement fee - $30. 

(3) Late fee -$30. 

131.4(9) Certification through endorsement An individual currently certified by another state or by the 
National Registry of EMTs must also possess a current Iowa certificate to be considered certified in this state. The 
department shall coL\tact the state of certification or the National Registry of EMTs to verify certification and good 
standing. To receive Iowa certification, the individual shall 

(a) Complete and submit the "EMS Endorsement Application" available from the department. 

(b) Provide verification of current certification in another state or with the National Re^^try of EMTs. 

(c) Provide verification of current certification in CPR. 

(d) Pass the appropriate Iowa practical and written certification examinatioos in accordance with subnile 
D1.4(l). 

(e) Meet all other applicable elipbility requirements necessary for Iowa certification pursuant to these rules. 

(f) Submit ail applicable fees to the department. 

(g) An individual certified through endorsement must satisfy the renewal and continuing education 
requirements set forth in subrule 131.4(4) to renew Iowa certification. 

641-13U (147) Training programs - standards^ appltcmtloa^ inspcctloa and approvaL 

1313(1) Curricula. 

a. The training program shall use, as a minimum, the course curricula approved by the board and shall 
include, as a minimum, the following course components: 
(1) First respondcr course: 

1. Forty hours of classroom instruction. 

2. Clinical experience as may be required by the traming program. 

3. Ambulance/rescue field experience as may be required by the training program. 
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(2) Emergency rescue tedmician course: 

1. Forty hours of classroom instruction. 

2. Clinical experience as may be required by the training program. 

3. Ambulance/rescue field experience as may be required by the training program. 

(3) Emergency medical technictan*ambulance course: 
1. One hundred two hours of classroom instnictkMu 
2« Eighteen hours of clinical time. 

3. Ambulance/rescue field experience as may be required by the training program, 
b. The training program may waive portions of the required training by documenting equivalent training and 
what portions of the course have been waived for equivalency. 
mS(2) Reserved. 

131J(3) Clinical or field e)q>erience resources. If clinical or fieU e]q)erknce resources are located outside the 
framework of the training program, written agreements for auch resources shall be obuined by the training 
program. 

mS(4) FadUties. 

a. There shall be adequate dassroom, laboratory, and practice space to conduct the training program. A 
library with reference materials on emergency and critical care shall also be availaUe. 

b. Opportunities for the student to accomplish the appropriate basic skill competendes in the clinical 
environment shall be ensured. The following hospital units should be available for clinical experience for each 
training program as required in subrule 131.5(1): 

(1) Emergency department; 

(2) Intensive care unit or coronary care unit or both; 

(3) Operating room and recovery room; 

(4) Pediatric unit; 

(5) Labor and delivery suite, and newborn nursery; amd 

(6) Psychiatric unit. 
UIS(S) Staff. 

a. The training program medical director shall be a physician who is knowledgeable in EMS. 

b. A training program director shall be appointed who is an appropriate health care professional. This 
individual shall be a full-time educator or a practitioner in emergency or aitical care. Current EMS instructor 
certification is also recommended, but not mandatory. 

c. Effective January 1, 1992, the course coordinators and the outreach course coordinators used by the 
training program shall be currently certified as EMS instructors. 

d. The instructional siaff shall be comprised of physicians, nurses, pharmacists, advanced emergency medical 
care personnel, or other health care professionals who have appropriate education and experience in emergency and 
critical care. Current EMS instructor certification is also recommended, but not mandatory* 

e. Preceptors shall be assigned m each of the clinical units in which basic emergency medical care students are 
obtaining clinical experience and field experience. The preceptors shall supervise student activities to ensure tiie 
quality and relevance of the experience. Student activity records shall be kept and reviewed by tiie immediate 
supervisor(s) and by the program director and course coordinator* 

f. If a training program's medical director resigns, the training program director shall report this to the 
department and provide a curriculum viUe for the medical director's replacement. A new course shall not be 
started until a qualified medical director has been appomted. 

g. The training program shall maintain records for each instructor used which mdude, as a minimum, the 
instructor's qualifications. 

h. The trainmg program is responsible for ensuring that each course instructor is experienced m the area 
being taught and adheres to the course curricula. 

i. The training program shall ensure that each practical examination evaluator and mock patient are familiar 
with the practical exammation requirements and procedures. 

1313(6) Advisory committee. An advisory committee which indudes training program representatives and 
other groups such as afTilialcd medical facilities, local medical establishments, and ambulance, rescue and first 
response service programs is recommended. 
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1313(7) Student records. The training program shall maintain an bdividual record for each student Training 
program policy and department requirements will determine contents. Thcae requirements may include: 

a. Applkatioo; 

b. Current certificaiions; 

c Student record or transcript of hours and performance (including examinations) in classroom, clinical, and 
field experience settings, as appropriate. 

131 JS(8) Selection of students. Students shall be selected using, as a wnSnSmntn the prerequisites outlined is 
subrulc 1313(1). 

131,5(9) Students. 

a. Students may perform any procedures and skills that certified basic eaiergeocy medical care personnel may 
perform with direct field supervision by an appropriately certified basic or advanced emergency medical care 
provider. 

b. Students shaU not be substituted for persoond of any affiliated medical fact^ 
be employed while enrolled in the training progrant 

1313(10) Financing and administration, 

a. There shall be sufficient funding available to the training program to ensure that each class Started can be 

completed* 

b. Tuiti<H2 charged to students shall be accurately stated 
c Advcrti^ng for training programs shall be appropriate. 

d* The training program shall provide to each student, within two weeks of ihz course starting date, a guide 
which outlines as a minimum: 

(1) Course objectives. 

(2) Minimum acceptable scores on mterim testing. 

(3) Attendance requirements. 

(4) Disdplinary actions that may be invoked and the reasons for them. 
131«S(11) Training program appUcation, inspection and approval 

a. An applicant seeking initial or renewal training program approval shall use the "EMS Training Program 
Application" provided by the department The application shall include, as a minimum: 

(1) Appropriate officials of the applicant; 

(2) Evidence of availability of clinical resources; 

(3) Evidence of availability of phytical facilities; 

(4) Evidence of qualified faculty; 

(5) Qualifications and major responsibilities of each faculty member; 

(6) Policies used for selection, promotion, and graduation of trainees; 

(7) Practices followed in safeguarding the health and well being of trainees, and patients receiving emergency 
medical care wiihin the scope of the training program; and 

(8) A needs assessment which justifies the need for the training program. 

c An on-site inspection of the applicant's facilities and clinical resources will be performed* The purpose of 
the inspection is to e3;amine educational objectives, patient care practices, facilities and administrative practices, and 
to prepare a written report for review. 

d No person shall interfere with the inspection activities of the department or its agents* Interference with or 
failure to allow an inspection may be cause for disciplinary action regarding training program approval 

e. Representatives of the applicant may be required to meet with the department 

f. Training program approval shall not exceed two years. 

g. The trabing program shall notify the department, m writing, of any change in ownership or control within 



30 days. 
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641-1314^ (147A) Contiouizig education providcn - ajipi ivul, a:,#rd kcu| ui^. 1,2 1 .1 

131 Continuing education courses for basic eincrg;:acy i it^cai carr p<TM.inn. 1 1:?) rx approvo-I i)y th. 
department, the board or a training program. 

. 131i»(2) A training program may conduct continuing education courses utlLdog appr .iiTiatc tnstni^ ors) which 
are within the scope of training and authority for emergency medical care pc rsc?nael. 

a. Each training program shall assign a sponsor number to each continuitig edwaiiou coarse VL^ixi£. an 
assignment system approved by the department. 

b. Each training program shall maintain a student record t^at includes, ai a nunimum: 
Name Addre&s 

Certification number Social seairity nimiber 

c Each training program shall submit to the department the 'Approved EMS Cootb.^ , Education" form on 
a quarterly basis. 

131^(3) Record keep'mg and record inspection. 

a. The department may request additional information or inspect the records of any continuing education 
provider currently approved or who is seeking approval to ensure compliance or to verify the validity of any training 
program application. 

b. No person shall interfere with the inspection activities of the department or its agents. Interference with or 
failure to allow an inspection may be cause for disciplinary action regarcting training program approval. 

641-131.7 (147) Denial, probation, suspension or revocation of bask emergency medical care personnel 
certificates or renewal* 

131.7(1) The department may deny an application for issuance or renewal of a basic emergency medical care 
provider certificate, or place on probation, suspend or revoke the certificate when it finds that the applicant or 
certificate holder has committed any of the following acts or offenses: 

a. Negligence in performing emergency medical care. 

b. Failure to follow the directions of supervising physicians or their designees. 

c. Rendering advanced emergency medical care. 

d. Fraud m procuring certification or renewal. 

e. Professional incompetency. 

f. Knowingly making misleading, deceptive, untrue or fraudulent representations in the practice of a 
profession or engaging m unethical conduct or practice harmful or detrimental to the public. Proof of actual injury 
need not be established. 

g. Habitual intoxication or addiction to drugs. 

h. Falsification of medical records. 

i. Fraud in representation as to skill, ability or certification. 

j. Willful or repealed violations of Iowa Code section 147.161 or these rules. 

k. Violat'mg a statute of this state, another state, or the United States, without regard to its designation as 
either a felony or misdemeanor, which relates to the provision of emergency medical care. A certified copy of the 
record of conviction or plea of guilty is conclusive evidence of the violation. 

1. Having certification to practice advanced emergency medical care suspended or revoked, or having other 
disciplinary action taken pursuant to Iowa Code section 147A.7 or the rules implementing that section. A certified 
copy of. the record or order of suspension, revocation or disciplinary action is conclusive or prima fade evidence. 

m. Having certification to practice emergency medical care suspended or revoked, or having other disciplinary 
action taken by a licensing or certifying authority of another state, territory or country. A certified copy of the 
record or order of suspension, revocation or discipUnary action is conclusive or prima fade evidence. 

131.7(2) A basic emergency medical care provider who has knowledge of a basic or advanced emergency 
medical care provider or service program that has violated Iowa Code chapter 147A, Iowa Code section 147.161 
Iowa AdministraUve Code 641.-Chapter 132 or these rules, shall report sudi information to the department or 
board as appropriate. 

131.7(3) A denial, probation, suspension or revocation ordered by the department shall be effected, and may be 
appealed according to the provisions set forth in rule 131.10 (147). 

131.7(4) A determination of mental mcompetence by a court of competent jurisdiction automatically suspends a 
certificate for the duration of the certificate unless the department orders otherwise. 
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64i-13U (147) Denial, probatloa, suspensioo or rwocatlM of traiaiiig progrmm or cootintting education 
provider approval or renewal 

131^(1) The department may deny an application for approval or renewal, or place on probation, suspend or 
revoke the approval or renewal when it finds that the applicant has failed to meet the appIicaUe provisions of these 
rules or has committed any of the following acts or (Senses: 

a. Fraud m procuring approval or renewal 

b. Falsification of training or continuing education records. 

c Suspension or revocation of approval to provide advanced emergency medical care training or other 
disciplinary action taken pursuant to Iowa Code subsection 147A.4(2). A certified copy of the record or order of 
suspension, revocation or disciplinary action is conclusive or prima fade evidence. 

131«8(2) A denial, probation, suspension or revocation ordered by the department shall be effected, and may be 
appealed according to the provisions set forth m riile 131.10 (147). 

641-1315(147) Complaints and invcstigatioot. 

131.9(1) All complaints regarding basic emergency medical care personnel, training programs or continuing 
education providers, or those purporting to be or operating as the same, shall be reported to the department The 
address is: Iowa Department of Public Health, Emergency Medical Scnkes Section, Lucas State Office Building, 
Des Momes, Iowa 50319-0075. 

131.9(2) Complaints and mvestigalions shall be treated as confidential m accordance with Iowa Code chapter 

22. 

1315(3) Complaint mvcstigations may result m the department's issuance of a notice of denial, probation, 
suspcn^on or revocation. 

641-131^0(147) Appeal of denial probation, tuspensioB or revocation. 

131.10(1) Denial, probation, suspension or revocation shall be effected in accordance with the requirements of 
Iowa Code section 17A.12. Notice to the alleged violator of denial, probation, suspension or revocation shall be 
served by restricted certified mail, return receipt requested, oir by personal service. 

131.10(2) Any request for appeal concerning denial, probation, suspension or revocation shall be submitted by 
the aggrieved party in writing to the department by certified mail, return receipt requested, wthin 30 days of the 
receipt of the department's notice. The address is: Iowa Department of Public Health, Emergency Medical Services 
Section, Lucas Slate Office Building, Des Moines. Iowa 50319-0075. If the request if made within the 30-day time 
period, the notice shall be deemed to be suspended. Prior to or at the hearing, the department may rescind the 
notice upon satisfaction that the reason for the denial, probation, suspension or revocation has been or will be 
removed If no request for appeal is received within the 30-day time period, the department's notice of denial, 
probation, suspension or revocation shall become the department's final agency action. 

131.10(3) Upon receipt of an appeal that meets contested case Uatus, the appeal shall be forwarded within five 
working days to the department of inspections and appeals pursuant to the rules adopted by that agency regarding 
the transmission of contested cases. The information upon which the adverse action is based and any additional 
information which may be provided by the aggrieved party shaU also be provided to the department of inspections 
and sq;)pcals. 

131.10(4) The hearing shall be conducted according to the procedural rules of the department of inspections 
and appeals found in 481->Chapter 4, Iowa Administrative Code. 

131.10(5) When the administrative law judge makes a proposed decision and order, it shall be served by 
restricted certified mail, return receipt requested, or delivered by personal service. That proposed decision and 
order then becomes the department's final agency action without further proceedings ten days after it is receded by 
the aggrieved party unless an appeal to the director is taken as provided m subnile 131.10(6). 

131.10(6) Any appeal to the director for review of the proposed decision and order of the administrati\'e law 
judge shall be filed in writing and m^cd to the director by certified mail, return receipt requested, or delivered by 
personal serricc within ten days after the receipt of the administrative law judge's proposed deci^on and order by 
the aggrieved party. A copy of the appeal shall also be mailed to the administrative bw judge. Any request for an 
appeal shall state the reason for appeal 
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131.10(7) Upon receipt of an appeal request, the admini urutivc law judge slialJ prepare the record of the 
hearing for submission to the director. The record shall indudt the following: 

a. All pleadings, molioos, and rules. 

b. All evidence received or considered and all other f^ubo-ititjotiji by rcairUing ur transcript, 
c A statement of all matters officially noticed 

d. All questions and offers of proof, objections and ruliugs cu i«em. 

e. All proposed findings and exceptions. 

f. The [MTopofied decision and order of the administrative hiw judge. 

131J0(8) The decision and order of the director becomes tiic department's final agi:nq' Mtiuv ujx>n receipt by 
the aggrieved party and shall bt, delivered by restriaed certified mail, retiun receipt requested, or by personal 
service. 

131*10(9) It is not necessary to file an application for a rehearing to eihausi administrative remedies when 
appealing to the direaor or the district court as provided in Iowa Coiic section i7A.l9. The aggrieved party to the 
final agency action of the department ^o has exhausted aU administrative remedies may petition for judicial review 
of that action pursuant to Iowa Code chapter 17A. 

131*10(10) Any petition for judicial review of a dcdsiou and oidcr shall be filed in the district court within 30 
days after the decision and order becomes fmaL A copy of the i.o4ict of apfwal shall be sent to the department by 
certified mail, return receipt requested, or by personal service. The address is: Iowa Dcpanmcnt of Public Health, 
Emergency Medical Services Section, Lucas State Office Buildi»ig, Dcs Moines, Iowa 50319 -0075. 

131*10(11) The party who appeals a fmal agency action to the district court shall pay the cost of the preparation 
of a transcript of the contested case hearing for the district court. 
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ADVANCED EMERGENCT MEDICAL CARE 
(Iowa Adnumstradvt Code 641-<hapur 132) 

The Iowa departmeiit of public health and the board of medical examiners jointly, pursuant to the authority of Iowa 
Code section 147A.4, adopt the following rules relating to the training and oertiCcatioa of and the sendees 
performed by advanced emergency medical care providers. 
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641-132.1 (147 A) Deftnitions. For the pui7M>se of tiiesc rulett, tlic follo%4iig denniUons shall app 

"ACLS** or "advanced cardiac life support*" means training and certificaiion in advanced cardiac life support 

accordit^ to American Heart Association standards. 

"Advanced emer^ncy medical care'' means such medical piocedurcs as: 

1 . Administration of intravenous solutions. 

2. Intubation. 

3. Performance of cardiac defibrillation and synchronized cardioversion. 

4. Administration of emergency drugs as provided by rule by the board 

5. Any other mcdicaJ procedure approved by the board, by rule, as apiM'opriate to be performed by advanced 
emergency medical care providers vho have been trained in that procedure. 

"Advanced emer^ncy medical care personnet or TroW^r' means any FR-D, EMT-D, EMT-I, or EMT-P 
currenll)' certified by the board. 

Advanced EMT means an EMT-D or EMT-l. 

V4/r carrief or "air taxT means any privately or publicly owned ftxed-wing aircraft which may be specifically 
designed, modified, constructed, equipped, staffed and used regularly to transport the sick, bjured or otherwise 
incapacitated who are in need of prehospital emergency medical care or whose condition requires treatment or 
continuous observation while being transported. 

"Ambulance* means any privately or publicly owned rcitorcralt or ground vehicle specifically designed, modified, 
constructed, equipped, staffed and used regularly to transport the sick, injured or otherwise incapacitated who are in 
need of prehospital emergency mediati care or whose condition requires treatment or continuous observation whUe 
being transported. 

"Ambulance service" means any privately or publicly owned service program which utilizes ambulances m order 
to provide patient transportation and emergency medical care at the scene of an emergency or while en route to a 
hospital. An ambulance service may use first response or rescue vehicles (nontransport) to supplement ambulance 
vehicles. 

"Automated defibrillator^ means any external automatic or semi-automatic device that recognizes the presence or 
absence of ventricular fibrillaMon and automatically determines whether defibrillation is required. Automated 
defibrillators must meet or exceed design and performance guidelines stipulated by the Association for the 
Advancement of Medical Instrumentation for automated external defibrillators, published in February 1986. 

"Board* means the state board of medical examiners appointed pursuant to Iowa Code section 147.14, subseaion 

2. 

"CE//S-" means ''coniinuing cdiicaiion houn." whicti are based upon a minimum of 50 minutes of training per 
hour. 

'Continuing education" means training approved by the boJird which is obtained by a certified advanced 
emergency medical care provider to maintain, improve, or expand relevant skills and knowledge and to satisfy 
renewal of certification requirements. 

'Course completion date" means the date of the final classroom session of an advanced emergency medical care 
provider com^se. 

"Caarrre coordinator" means an individual who has been assigned by the training program to coordinate the 
activities of an advanced emergency medical care provider course. 

"CP/?- means training and certification m cardiopuhnonary resuscitation and obstructed airway procedures 
according to American Heart Association or American Red Cross standards. This includes one rescuer, two 
rescuer, and child/infant cardiopulmonary resuscitation and adult and child/infant obstructed airway procedures. 

"Department* means the Iowa department of public health. 

**Emergency medical technician-ambulance" means an individual who has successfully completed, as a minimum, 
the United States Department of Transportation's Emergency Medical Technician-Ambulance curriculum, passed 
the department's approved written and practical exammations, and is currently certified by the department as an 
EMT-A. 

^'Emer^ncy medical technician-defibrillation" means an individual who has successfully completed an approved 
program which specifically addresses the recognition and manual or automated defibrUlation of ventricular 
fibrillaUon, passed the board's approved written and practical examinations, and is currently certified by the board 
as an EMT-D. 

'^Emergency medical technician-intemxediate" means an individual who has successfully completed the United 
States Department of Transportation's EMT-iniermediate curriculum (excluding endotracheal mtubation), passed 
the board^s approved written and practical examinations, and is currently certified by the board as an EMT-L 
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''Emergency medical technician-paramedk" means w individual wbo kas successfully completed the United States 
Department of Transportation's EMT-paramedic curriculum, passed the board's approved written and practical 
examinations, and is currently certified by the board as an EMT*P. 

"EMS" means emergency medical services. 

'EMS'V means emergency medical services-instructor. 

"EA/S instructor^ means an mdividual who has successfully completed the United States Department of 
Transportation's EMS Instructor curriculum, passed the department's approved written and practical examinations, 
and is currently certified by the department as an EMS-I. 

"£Arrv<* means emergency medical technician-ambulance. 

*EMT'D' means emergency medical technidan-defibrillation* 

"EAfT-r means emergency medical technidan-intermediate. 

"EAfT-P^ means emergency medical technidan-paramedic 

'First rf^ponder^ means an mdividual who has successfully completed the United States Department <A 
Transportation's First Req>onder curriculum, passed the department's approved written and practical examinations, 
and is currently certified by the department as an Fit 

'First responder-defibnUation' means an mdiiwlual ^o has successfully completed an approved program which 
specifically addresses the automate<l defibrillation of ventricular fibrillation, passed the board's approved written 
and practical examinations, and is currently certified by the board as an FR-D. 

'First response vehicle' means any privately or publicly owned vehicle which is used solely for the transportation 
of emergency medical care personnel and equipment to and from the scene of a medical or nonmedical emergency. 

'FR" means first responder. 

'FR'D' means first responder*defibrillation« 

'HospitoT means any hospital licensed under the provisions of Iowa Code chapter 13SB. 
''Intermedial means an emergemy medical technician-intermediate. 

'Medical direction' means direction, advice, or orders provided by a medical director, supervising physician, or 
physician designee (m accordance with written parameters and protocols) to advanced emergency medical care 
personnel. 

''Medical director^ means any physician licensed under Iowa Code chapter 148, 150, or 15QA who shall be 
responsible for overall medical direction of the service program and is currently certified in ACLS« 

"Mutual aid' means an agreement, preferably in writing, between two or more services that addresses how and 
under what circumstances each service will respond to a request for assistance. 

'Off-line medical direction'* means the monitoring of EMS providers through retroactive field assessments and 
treatment documentation review, critiques of selected cases with the EMS personnel, and statistical review of the 
system. 

'On-line medical direction' means immediate medical adw:e via radio or phone communications between the 
EMS provider and the medical director, supervising physician or physidan designee. 

'Outreach course coordinator^ means an individual who has been assigned by the training program to coordinate 
the activities of an advanced emergency medical care provider course held outside the training program facilities. 

"Paramedic' means an emergency medical technidan-paramedic 

'Patient" means any mdi>idual who is sick, mjured, or otherwise tncapadtated. 

'Physician' means any individual licensed under Iowa Code chapter 148, 150, or 15QA. 

"Physician desiptee' means any repstered nurse licensed under Iowa Code diapter 152, or any physician's 
assistant licensed under Iowa Code chapter 148C and approved by the board of physidan's assistant exammers, who 
is currently certified m ACLS. The physician designee may act as an mtermediary for a supervbing physician in 
directing the actions of advanced emergency medical care personnel in accordance with written polides and 
protocols. 

'Preceptor^ means an individual who has bc^n assigned by the training program, clinical facility or service 
program to supervise students while the students are completing their clinical or Geld experience. A preceptor must 
be an advanced emergency medical care provider certified at the level being supervised or higher, or must be 
licensed as a registered nurse, physician's assistant or physician* 

'Primary response vehicle* means any ambulance, rescue vehicle or first response vehicle which is utilized by a 
service program and is normally dispatched as the initial vehide to respond to an emergency call. 

'Rescue service* means any privately or publidy owned service program which does not provide patient 
transportation and utilizes only rescue or first response vehides to provide emergency medical care at the scene of 
an emergency. 
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''Rescue vehicle" means any privately of publicly owned vehicle which is specifically designed, modified, 
constructed, equipped, staffed and used regularly for rescue or extrication purposes at the scene of a medical or 
nonmedical emergency. 

*Rotorcraft ambulance* means any privately or publicly owned rotorcraft iq)edftcally designed, modified, 
constructed, equipped, staffed and used regularly to transport the sick, injured or othenMse incapacitated who are in 
need of prehospital emergenc>' medical care or whose condition requires treatment or continuous observation while 
being transported. 

''Secondary response vehicle' means any ambulance, rescue vehicle or first respoasc vehicle which is utilized by a 
service program when dispatched for routine or convalescent transfers, when the service program's primary 
response vehicle would have a longer response time, is already in service or is otherwise unavailable or when a 
mutual aid request requires a different type of response vehide. Secondary response vehicles may be staffed and 
equipped at any level up to and including the service program's level of authorization. 

''Service program area" means the geographic area of responsibility served by any given ambulance, rescue, or 
first response service program. 

"Service program* or '^service" means any 24-hour advanced emergency medical care ambulance service, rescue or 
first response service that has received authorization by the department. 

''Studenr means any individual enrolled in a training program and participating m the didactic, clinical, or field 
experience portions. 

"Supervising physician'' means any physician licensed under Iowa Code chapter 148, 150, or 150A who is currently 
certified m ACLS. The supervising physician is responsible for medical direction of advanced emergency medical 
care personnel when such personnel arc providing advanced emergency medical care. 

Training program** means an area vocational school, an area community college or hospital approved by the 
board to conduct advanced emergency medical care training. 

Training pro-am director^ means an appropriate he?Jth care professional (full-time educator or practitioner of 
emergency or critical care) assigned by the Uaining program to direct the operation of the training program. 

Training program medical director^ means any physician licensed under Iowa Code chapter 148, 150, or 150A 
who is responsible for direcl ing an advanced emergency medical care training program and is currently certified in 
ACLS. 

641—132^ (147 A) Authority of advanced emergency medical care personnel 

132^(1) Advanced emergency medical care personnel shall perform under the supervision of a physician in 
accordance with Iowa Code chapter 147A and these rules. 

132^(2) An advanced cmcrgcnc) medical care provider may: 

a. Render advanced emergency medical care in those areas for which the advanced emergency medical care 
provider Is certified, as pari of an authorized advanced care service program: 

(1) At the scene of an emergency; 

(2) During transportation to a hospital; 

(3) While in the hospital emergency department; and 

(4) Until patient care Ls directly assumed by a physician or by authorized hospital personnel. 

b. Function in any hospital when: 

(1) Enrolled as a student or participating as a preceptor in a training program approved by the board; 

(2) FulfUling continuing education requirements; 

(3) Employed by or assigned to a hospital as a member of an authorized advanced care service program, by 
rendering lifesaving services in the facility in which employed or assigned pursuant to the advanced emergency 
medical care provider's certification and under direct supervision of a physician or registered nurse. An advanced 
emergency medical care provider shall not routinely function without the direct supervision of a physician or 
revered nurse. However^ when the physician or re^slered nurse cannot directly assume emergency care of the 
patient, the advanced emergency medical care personnel may perform, without direct supervision, emergency 
medical care procedures for which certified, if the life of the patient is in immediate danger and such care is 
required to preserve the patient's life; 
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(4) Employed by or as^gncd to t hospital as a member of an authorized advanced care service program to 
perform nonlifesaving procedures for which trained and designated in a written job description. Such procedures 
may be performed after the patient is observed by and when the advanced emergency medical care provider is under 
the supervision of the physician or registered nurse and where the procedure may be immediately abandoned 
witboul risk to the patient. 

132«2(3) When advanced emergency medical care personnel are functioning in a capacity identified m subrule 
1322(2)» paragraph *a,' they may perform advanced emergency medical care in life-threatening situations or in 
cases of commuiucation failure without contacting a supervising phyudan or physician designee if written protocols 
have been approved by the service program medical director which dearly identify when the protocols may be osed 
in lieu of voice contact. 

^322(4) Advanced emergency medical care skills wiuch may be performed if approved by the service program's 
medical director bdude: 

a. At the FR-D leveL 

automated defibrillation and external cardiac padng (provided the pacing is part of an automated defibrillator 
device and requires no decision-making by the FR-D). 

b. At the EMT-D level: 

defibrillation and external cardiac pacing (provided the padng is part of an automated defibrillator device and 
requires no dedsion-making by the EMT-D). 

c. At the EMT-1 level: 

(1) Initiation, maintr^oancc and monitoring of nonmedicated intravenous solutions (using the peripheral venous 
system induding the external jugular vem). 

(2) Esophageal mtubation. 

(3) Endotracheal intubation when using a blindly inserted, combined esophageal/endotracheal device. 

(4) Gastric tube insertion. 

(5) DefibrillatioD and external cardiac padng (provided the padng is part of an automated defibrillator device 
and reqiures no decision making by the EMT-I). 

d. At the EMT-P level: 

(1) Defibrillation, cardioversion and external cardiac pacing. 

(2) Endotracheal and esophageal mtubation and suctioning. 

(3) Initiation, maintenance and monitoring of nonmedicated and medicated mtravenous solutions (using the 
peripheral venous system, mcluding the external jugular vein). 

(4) Maintenance and monitoring of intravenous infusion of blood and blood products. 

(5) Administration of oral, mtravenous, inhaled, intramuscular, subcutaneous and topical medications approved 
by the medical director. 

(6) DL ct laryngoscopy. 
Gastric tube insertion. 

(8) Nasogastric tube insertion. 

(9) Rotating tourniquets. 

(10) Urinary catheterization. 

(11) Cricothyrotomy and transtracheal jet insufflation. 

(12) Tension pneumothorax decompresdon. 

132 J(5) The board may approve other advanced emergency medical care skills on a limited pilot project basts. 
Requests for pilot projects shall be submitted in writing to the executive director of the board at least 30 days prior 
to the board meeting. 

132J2(6) An advanced emergency medical care provider ^Ak> has Imowledge of a basic or advanced emergency 
medical care provider or service program that has violated Iowa Code dupter 147A or these rules shall report such 
information to the board or the department, as appropriate. 

641-1323 (147 A) Advanced emergency medical care providem - requirements for enrollment in training 
programs. 

1323(1) To be enrolled b a training program, an applicant shall 

a. Be at least 18 years of age at the time of enrollment. 

b. Have a high school diploma or its equivalent. 

c. Be able to speak, write and read English. 



^ Iowa EMS Um/tbik Summuy (May 7, 1«W0| ^ ^ 

ERIC 452 



E-59 



<L Be physically able to perform the functions of an advanced emergency medical care provider as 
appropriate. 

e. Be currently certified m CPR. 

f. Be currently certified as an FR, if enrolling m an FR-D course. 

g. Be current certified as an EMT-A, if enrolling b an advanced EMT or paramedic course. 

1323(2) With training program approval, persons who are not enrolled in an advanced emergency medical care 
provider course may audit those courses. They shall not be eligible to take the practical and written certification 
examinations. 

641-132.4 (147A) Advanced emergence- medical care providcrt - ccrtlfkalioa, renewal atudarda and proccdureSt 
and fees. 

132.4(1) Application and examination. 

a. Applicanu shall complete an "EMS Student Registration" form at the be^pnning of the course. Ck)urses 
which are completed within two weeks arc exempt from this requirement. "EMS Student Registration" forms are 
provided by the board. 

b. "EMS Student Registration" forms shall be forwarded to the board by the training program no later than 
two weeks after the beginning of the course. 

c. Upon satisfactory completion of the course and all training program requirements, the student shall be 
recommended by the training program to take the certification examinations. 

d. The practical examination shall be administered by the training program using the standards and forms 
provided by the board. The training program shall notify the board at least two weeks prior to the administration of 
a practical examination. 

e. To be eligible to take the written examination, the student shaU first pass the practical examination. 

f. The student shall submit an "EMS Certification Application" form, "EMS Certification Application" forms 
are provided by the board. 

g. When a student's "EMS Student Registration" or "EMS Certification Application" is referred to the board 
for investigation, the student shall no: be certified until approved by the board. 

h. The EMT-I and EMT-P written examinations shall be administered by the board at times and places 
scheduled by the board. FR-D and EMT-D written examinations shall be administered by the training program. 
The FR-D and EMT-D written examination fee shall be determined by the training program. 

i. No oral certification examinations shall be permitted. 

j. Practical cxiiminahon fees shall he determined by the training program. 

k. The fee for cradinc and processing each EMT- 1 and EMT-P written examination is $20 payable to the Iowa 
Board of Mcdica^ Examiners. 

1. A student who fails the practical certification examination shall be required to repeat only those stations 
which were failed and shall have two additional opportunities to attain a passing score. The siudent may repeat the 
failed exammation stations on the same day as determined by the training program. 

m. A student who fails to attain at least a 75 percent overall score on the written certification examination shall 
have two additional opportimities to complete the entire examination and attain a passing score. 

n. A student who fails to pass the practical or written certification examination on the third attempt and ^o 
wishes to pursue certification shall repeat the entire course. 

o. All examination attempts shall be completed within one year of the initial course completion date. 

p. Examination scores shall be confidential except that they may be released to the training program which 
provided the training or released in a manner which does not permit the identification of an individual. 
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132.4(2) Multiple certiflcatcs and rcDCwal. 

a. Only one certificate issued by the board shaU be cooskkr^ That certiflcate diall be for the 
bdividual's highest level of certiTicatioiL Any lower levels of certificatioo shall be considered inactive. 

b. A lower level certificate may be issued if the mdi^oduil fails to renew the higher level of certificatioD or 
voluntarily chooses to move from a higher level to a lower level To be issued a certificate in these instances, an 
individual shall 

(1) Complete all applicable continuing education requirements for the lower level during the certification 
period. 

(2) Complete and submit to the board an "Application for Renewal of Certification* and the applicable fee. 
c A denial, probation, suspension or revocation imposed upon an individual certificate holder by the board 

shall be considered applicable to all certificates issued to that bdividual by the board. 
132.4(3) Renewal of certification. 

a. A certificate shall be valid for two years from issuance unless spedficd otherwise on the certificate or unless 
sooner suspended or revoked. 

b. All continuing education requirements shall be completed during the certification period prior to the 
certificate's expiration date. Failure to complete the continuing education requirements prior to tbe e3q}iration date 
shall result in lapsed certification* 

c No more than 90 days after the expiration date shall be allowed for the submission (based upon the 
postmark date) of the "Application for Renewal of Certification" booklet to document completion of continuing 
education requirements. After 90 days, the certification shall be considered lapsed and the individual shall not 
function as an advanced emergency medical care provider. 

An bdividual who completes the required continuing education during the certification period, but fails to 
submit the "Application for Renewal of Certification** within 90 days after the expiration date, shall be required to 
submit a late fee of $30 (m addition to the renewal fee) to obtain renewal of certification* 

d. An individual who has not completed the required continuing education durmg the certification period and 
is seeking to reinstate a lapsed certificate shall: 

(1) Complete continuing education courses equivalent to the renewal requirements for that particular level of 
certification within six years following the certificate's e7q)iration date. Refer to Table 1 for total number of hours 
required. 

(2) Meet all applicable eligibility requirements. 

(3) Submit an "EMS Reinstatement Application" and the applicable fees to the board. 

(4) Pass the appropriate practical and written certification examinations. 



TABLE 1 





REQUIRED CONTINUING EDUCATION 
HOURS FOR REINSTATEMENT 
(including required topics) 


CERTIFICATION LAPSED FOR 


FR-D 


EMT-D 


EMT-I 


EMT-P 


Less than 2 years 


14 


24 


48 


60 


2-4 years 


28 


48 


96 


120 


4-6 years 


42 


72 


144 


180 



c. If certification has been expired for more than sue years, the indi /idtial shall repeat the entire course, pass 
the pra(^ical and written certification examinations, meet all applicable eligibility requirements and submit the 
applicable fees and forms to agam become cenified. 

f. If an bdividual is unable to complete the required continuing education during the certification period due 
to an illness or mjury, a one-year extension of certification may be issued upon submission of a signed statement 
from a physician and approval by the board. 

132.4(4) Renewal standards. The "Application for Renewal of Certification* and instructions for renewal shaU 
be mailed with the certlTicatc to the certificate holder. To be eligible for renewal, the certificate holder shall: 
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a« Have signed and submitted an "Application for Resewil of Certificatioa* and the ^)plicabie fee within 90 
days after the certificate's expiration date. 

b. Have a current CPR cerUGcate or a si^ed and dated iUtement from a certified CPR instructor that 
documents current certification in CPR. Paramedics shall also have a otrroU ACLS certificatioo or a signed and 
dated sutcmcnt fr<Hn a certified ACLS instructor that documeals oirreat oettaficatioo m ACLS. 

c Have completed the continuing education requirements during the certification period including: 

(1) FR-D - 14 hours of approved continuing educatioo inriuding at least one hour in each of the required topic 
areas listed in subparagraph (S). 

(2) ENfT-D • 24 hours of approved continuing education inriuding at least one hour in each of the required 
topic areas listed in subparagraph (5). 

(3) ENTT-I • 48 hours of approved continuing education including at least one hour m each of the required 
topic areas listed in subparagraph (5). 

(4) E\fT-P - 60 hours of approved continuing educatioo including at least one hour in each of the required 
topic areas listed in subparagraph (5). 

(5) Required topics for all levels include the following: 

Infectious diseases 
Abuse (child and dependent adult) 
Trauma emergencies (should include skills practice) 
McdicaJ emergencies (should include skills practice) 
132.4(5) Continuing education approval. Continuing education hours (CEHs) may be issued for the following 
types of training during the certification period: 

a. Courses which are based upon the board's or the department's curricula for EMS providers and other 
courses pertmcnt to emergency medical care. Approved self-study and video courses are permitted (4 hours 
maximum for FR-D; 8 hours maximum for ENfT-D, 16 hours maximum for £NfT*I; 20 hours maximum for EMT* 

b. In-hospital clinical experience in areas relating to emergency medical care (4 hours maximum for FR-D; 8 
hours maximum for EMT-D; 16 hours maximum for EMT-I; 20 hours maximum for EMT-P). 

c. Disaster drills (4 hours maximum). 

d. Continuing education course instructors will be granted the appropriate number of CEHs for the courses 
taught. 

e. EMS course instructors will be granted the appropriate number of CEHs for the courses taught. When 
identical courses arc taught, CEHs uill be granted for the fu-st course only. 

f. Practical certificaiion examination evalualion (6 hours maximum). 

g. EMS a)urse attendance (or audit) will qualify as continuing education based upon the number of hours 
attended (or audited). 

h. ACLS training (6 hours maximum). 

i. Basic care continuing education hours which have been approved pursuant to Iowa Administrative Code 
641—131.7(147) shall be considered approved for advanced emergency medical care personnel. 

132.4(6) Out-of-state continuing education. Out-of-state continuing education courses will be accepted for 
CEHs if they meet the criteria in subriile 132.4(5) and have been approved for emergency medical care personnel in 
the state in which the courses were held. A copy of course completion certificates (or other verifying 
documentation) shall be submitted to the board ^vith the "Application for Renewal of Certification." 

132.4(7) CEHs shall not be approved for: 

a. CPR course attendance, CPR course instruction or CPR instructor training. 

b. Courses or portions of courses which are beyond the scope of training and authority for emergency medical 
care personnel. 

132.4(8) Certification and renewal fees. 

a. The following fees shall bo collected by the board: 

(1) EMT-1 and EMT-P written examination/certification fee - $20. 

(2) FR-D and EMT-D certification fee - $10. 

(3) Renewal of ccrtificalion(s) fee - $10. 

(4) Endorsement certification fee - $30. 

(5) Reinstatement fee - $30. 

(6) Late fee -$30. 
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132.4(9) CertiTicatioD through endorsemeot. An bdividujJ cunrently ccrtiSed by anodier state or 
National Regktry of EMTs shall also possess a current Iowa certificate to be considered certified in this sute. The 
board shaU contact the state of certification or the National Registry of EMTs to verify certification and good 
standing. To receive Iowa certification, the mdividual shall: 

a. Complete and submit the *EMS Endorsement Applicatiod* availaUe from the board 

b. Provide verification of current certification m another state or irith the National Registry of EMTs. 

c Provide verification of current certification m CPR. Applicants for paramedic endorsement shall also 
provide verification of certification in ACLS. 

d. Pass the appropriate Iowa practical and written certification examinations in accordance iMth subrub 



e. Meet all other applicable eliplMlity requirements necessary for Iowa certification pursuant to these rules. 

f. Submit all applicable fees to the board. 

g An mdividual certified through endorsement shall satisfy Che renewal and continuing education 
requirements set forth in subrule 1314(4) to renew Iowa certifi^tion* 

641~132i (147) Training programs - standards^ applicatiott, InipcctioB and approviL 

132i(l) Curricula. 

a. The tr^uning program shall use, as a minimum, the course curricula approved by the board and shall 
include, as a minimum, the following course components: 

(1) Defibrillation course: 

1. Four hours of classroom instruction for automated defibrillators. 

2. Sixteen hours of classroom instruction for manual defibrillators. 

3. Clinical experience as may be required by the training program. 

4. Ambulance field experience as may be required by the training program. 

(2) Emergency medical technician - btermediate (EMT-I) course: 

1. Sixty hours of classroom instruction. 

2. Fifty hours of clinical experience. 

3. ) Fifty hours of ambulance/rescue field experience. 

(3) Emergency medical technician-paramedic (EMT-P) course: 

1. Three hundred hours of classroom instruction. 

2. One hundred fifty hours of clinical experience. 

3. One hundred fifty hours of ambulance/rescue field experience. 

b. The training program may waive portions of the required traLing by documenting equivalent training and 
what portions of the course have been waived for equivalency. 

132 J(2) C^diac arrest tape review. Advanced care training programs may apply to the board for approval to 
provide cardiac arrest tape review if: 

a. A written agreement between the service program medical director and the training program exists to 
ensure responsibility for the review of cardiac arrest tapes and the maintenance of statistical information; and 

. b. The trauning program has the necessary equipment and staff available to perform cardiac arrest tape review 
and to report statistical information; and 

c The training program provides a written review of the cardiac arrest tape to the service program^ the 
service program medical director and the department; and 

d. The training program submits to the department on a monthly basis a standardized data collection sheet for 
each cardiac arrest tape review. The standardized data collection sheets are available upon request from: Iowa 
Department of Public Health, Emergency Medical Services Section, Lucas State OQice Building, Des Moines, Iowa 
50319-0075. 

132.5(3) Clinical or field experience resources. If clinical or field e]q>crience resources are located outside the 
framework of the training program, written agreements for such resources shall be obtained by the training 
program. 

132i(4) FaciliUes. 

a. There shall be adequate classroom, laboratory, and practice space to conduct the training program. A 
library with reference materials on emergency and critical care shall also be available. 

b. Opportunities for the student to accomplish the appropriate advanced skill competencies in the clinical 
environment shall be ensured. The following hospital units should be available for clinical experience for each 
training program as required m subrule 132i(l): 
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(1) Emergency departmeiit; 

(2) Intensive care unit or coronary care unit or boCh; 

(3) Operating room and recovery room; 

(4) Intravenous or phlebolomy team, or oCher method to obtun IV experience; 

(5) Pediatric unit; 

(6) Labor and delivery suite, and ne^vbom nursery; and 

(7) Psychiatric unit 

c Opportunities for the student to accomplish the appropriate advanced skill competencies in the field 
environment shall be ensured. The traini!^ prtDgram shaU use an advanced eflM»gency medical care service 
program to provide field experience as required in subrule 1323(1). 

d. The training program shall have liability insurance and shall offer liability insurance to students wUh 
enrolled in a training program. 

132J(5) Staff. 

a. The trming program medical director shall be a physician who is currently certified in ACLS. 

b. A training program director shall be appomted who is an a^ropriate health care professional. This 
individual shall be a full-time educator or a practitioner in emergency or critical care. Current EMS instructor 
certification is also recommended, but not mandatory. 

c. Effective January 1, 1992, the course coordinators and the outreach course coordinators used by the 
training program shall be currently certified as EMS instructors. 

d. The instructional staff shall be comprised of physicians, nurses, pharmacists, advanced emergency medical 
care personnel, or other health care pr^ tessionals who have appropriate education and experience in emergency and 
critical care. Current EMS instructor certification is also recommended, but not mandatory. 

e. Preceptors shall be assigned in each of the clinical units m which advanced emergency medical care 
students are obtaining clinical experience and field experience. The preceptors shall supervise student activities to 
ensure the quality and relevance oi the experience. Student activity records shall be kept and reviewed by the 
immediate supervisor(s) and by the program director and course coordinator. 

f. If a training program's medical director resigns, the training program director shall report this to the board 
and provide a curriculum vitae for the medical director's replacement. A new course shall not be started until a 
qualified medical director has been appomted. 

g. The training program shall maintain records for each instructor used which mclude, as a minimum, the 
instructor's qualifications. 

h. The training program is responsible for ensuring that each course instructor is experienced in the area 
being taught and adheres to the course curricula. 

i. The training program shall ensure that each practical examination evaluator and mock patient is famiUar 
with the practical examination requirements and procedures. 

132.5(6) AdNOSory committee. There shall be an advisory committee which mdudes training program 
representatives and other groups such as affiliated medical facilities, local medical establishments, and ambulance, 
rescue and first response service programs. 

1323(7) Student records. The training program shall mamtain an individual record for each student. Training 
program policy and board requirements will determine contents. These requirements may include: 

a. Application; 

b. Current certifications; 

c. Student record or transcript of hours and performance (including examinations) in classroom, clinical, and 
field experience settings. 

1323(8) Selection of students. There may be a selection committee to select students using, as a tninimum^ the 
prerequisites outlined in subrule 132.3(1). 
1323(9) Students. 

a. Students may perform any procedures and skills that certified advanced emergency medical care personnel 
may perform, if they are under the direct supervision of a physician or physician designee, or under the remote 
supervision of a physician or physician designee, with direct field supervision by an appropriately certified advanced 
emergency medical care provider. 

b. Students shall not be substituted for personnel of any affdiated medical facility or service program, but may 
be employed while enrolled in the training program. 
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U2J(10) Financing and administratSoit 

a. There shall be sufficient funding available to the training program to ensure that each ^l?^ started can be 
completed 

b. Tuition charged to students shall be accurately stated 
c Advertising for traiung programs shall be appropriate. 

d The training program shaU provide to each student, withm two weeks of the course starting date, a guide 
wbioix outlines as a wiinimx im* 

(1) Course objectives. 

(2) Minimum acceptable scores on interim testing. 

(3) Attendance requirements. 

(4) Disciplinary actions that may be mvoked and the reasons for them. 
132J(11) Training program application, inspection and approval 

a. An applicant seeking initial or renewal training program approval shall use the 'EMS Training Program 
Application" provided by the board The i^)plication shall be submitted at least two months prior to a regular board 
meeting for board action. The application shall mdude, as a minim^ itn' 

(1) Appropriate officials of the apfdicant; 

(2) Evidence of availability erf* clinical resources; 

(3) Evidence of availability of physical facilities; 

(4) Evidence of qualified faculty; 

(5) Qualifications and major responsibilities o( each faculty member; 

(6) Policies used for selection, promotion, and graduation of trainees; and 

(7) Praaices followed m safeguarding the health and well-being ot Uainees, and patients receiving cmeigcncy 
medical care within the scope of the training program. 

b. New training programs shaU submit a needs assessment which jvistifies the need for the training program, 

c. Applications shall be reviewed in accordance with the current "Essentials and Guidelines of an Accredited 
EducaUonal Program for the Emergency Medical Technician-Paramedic,' published by the American Medical 
Association. 

d An on-site inspection of the applicant's facilities and clinical resources will be performed The purpose of 
the inspection is to examine educational objectives, patient care practices, fadltties and administrative practices, and 
to prepare a written report for review and action by the board 

e. No person shall interfere with the inspection activities of the board or its agents. Interference with or 
faDure to allow an inspection may be cause for disciplinary action regarding training program approval. 

f. Representatives of the applicant may be required by the board to meet with the board at the time the 
application and inspection report are discussed 

g. A written report of board action accompanied by the board inspection reports shall be sent to the apjrficanL 
L Traimng program approval shall not exceed two years. 

L The training program shall notify the board, m writing, of any change m ownership or control within 30 
days. 

641-132^ (147A) Contlnuhig educatloa providers - approval, reeord keeping and inspection. 

132^(1) Continuing education courses for advanced emergency medical care personnel may be approved by the 
board, the department or a training program. 

132-6(2) A training program may conduct continuing education courses (utilizing appropriate instructors) lAich 
are within the scope of Uaining and authority for emergency medical care personnel 

a. Each training program shall as%a a sponsor number to each continumg education course "dn£ an 
assignment system approved by the board 

b. Each training program shall maintain a student record that includes, as a minimum: 
Name Address 

Certification number Social security number 

c. Each traimng program shall submit to the board the •Approved EMS Continuing Education* form on a 
quarterly basis. 

132.£(3) Record keeping and record inspection. 

a. The board may request additional information or inspect the records of any continuing education provider 
currently approved or who is seeking approval to ensure compliance or to verify the validity of any training prognm 
application. 
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b. No person shaO interfere with the inspection activities of the board or its agents. Interference with or 
failure to allow an inspection may be cause for disciplinary action regarding training program approval. 

641-132.7 (147A) Service prognun-authorizatloA ud rennmi ptrcedures, inspections and transfer or 
assignment of ocrtiflcales of autfaorization* 

132*7(1) General requirements for authorization and renewal of authorizatioa. 

a. An ambulance, rescue or first response service in this state that desires to provide advanced emergency 
medical care, in the prehospital setting shall apply to the department for authorization to estaUish a program 
utilizing certified advanced emergency medical care providers for delivery of the care at the scene of an emergency, 
during transportation to a hospital, or ^^e in the hospital emergen^ department and until care is directly assumed 
by a physician or by authorized hospital personnel. Application for authorization shall be made on forms provided 
by the departinent. Applicants shall complete and submit the forms to the department at least 30 days prior to the 
antidpated date of authorization. 

b. To renew service program authorization, the service program shall continue to meet the requirements of 
Iowa Code chapter 147A and these rules. The renewal application shall be completed and submitted to the 
department at least thirty days before the current authorization expires. 

c Applications for authorization and renewal of authorization may be obtained upon request to: Iowa 
Department of Public Health, Emergency Medical Services Section, Lucas State Office Building, Des Moines, lov^ 
50319-0075. 

d. The department shall approve an applicaiion when the dcparOncnt is satisfied that the program proposed 
by the application will be operated m compliance with Iowa Code chapter 147A and these administrative rules. 

e. Service program authorization is valid for a period of two years from its effective date unless otherwise 
specified on the certificate of authorization or unless sooner suspended or revoked. 

f. Service programs shall be fully operational upon the effective date and at the level spedfied on their 
certificate of authorization and shall meet all applicable requirements of Iowa Code chapter 147A and these rules. 

g. The certificate of authorization shall be issued only to the service program based in the dty named in the 
application and shali not he mclusivc of any other base of operation when that base of operation is located in a 
different dty. Any ambulance service or rescue squad service that is based in and operates from more than one dty 
shall apply for and, if approved, shall receive a separate authorization for each base of operation that desires to 
provide advanced emergency medical care. 

h. Any service program owner in possession of a certificate of authorization as a result of transfer or 
assignment shall continue to meet all applicable requirements of Iowa Code chapter 147A and these rules. In 
addition, the new owner shall apply to the department for a new cerlificalc of authorization within thirty (30) days 
following the effective datv^ of the transfer or assignment. 

132»7(2) Out-of-state service programs. 

a. Service programs located m other states which wish to provide advanced emergency medical care in Iowa 
must mbet all reqmrements of Iowa Code chapter 147A and these rules and must be authorized by the department 
except when: 

(1) Transporting patients from locations within Iowa to destinations outside of Iowa; 

(2) Transporting patients from locations outside of Iowa to destinations within Iowa; 

(3) Transporting patients to or from locations outside of Iowa that requires travel through Iowa; or 

(4) Responding to a request for mutual aid m this state. 

b. Reserved. 

132*7(3) Rotorcraft ambulances and air taxis or air carriers. 

a. Rotorcraft ambulances shall meet all applicable requirements of Iowa Code chapter 147A and these rules 
except for subrule 132.7(2), paragraphs 132.8(1)V and "c," and subrules 132.8(8) and 132,8(9). 

b. Air taxis or air carriers shall not be subject to the requirements of Iowa Code chapter 147A and these rules 
except when utilizing advanced EMTs or paramedics to provide advanced emergency medical care. In such 
instances, advanced EMTs or paramedics shall be ir'^'nbcrs of an authorized service program (assigned by that 
service program) and shall be provided with the app. ate equipment and medical direction deemed necessary by 
that service program's medical director. 

132»7(4) Service program inspections. 

a. The department shall inspect each service program at least once every two years. The department without 
prior notification may make additional inspections at times, places and under such circumstances as it deems 
necessary to ensure compliance with Iowa Code chapter 147A and these rules. 
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b. The dq>aitiDeiU may request additional infonnatioD from or may inspect the records of any service 
program which is currently authorized or which is seeking authorization to insure continued compliance or to mify 
the validity of any information presented on the application for service program authorization. 

c The department nuy inspect the patient care records of a service program to verify compliance with Iowa 
Code chapter U7A and these rules. 

d No person shall mterfere with the inspection activities of the department or its agents pursuant to Iowa 
Code section 13536. 

e. Interference with or failure to allow an inspection by the department or its agents may be cause for 
disciplinary action in reference to service program authorization. 
132.7(5) Temp(Mrary service program authorization* 

a. A temporary service program authorization may be issued to services that wish to operate during spedat 
events that may need advanced emergency medical care coverage. Temporary authorization is valid for a period of 
30 days unless otherwise specified on the certificate of authorization or unless sooner suspended or revoked 
Temporary authorization shall apply to those requirements and standards for >priiich the department is responsible. 
Applicants shall ccMnplete and submit the necessary forms to the department at kast 30 days prior to the antidpated 
date of need 

b. The scfvicc shall meet applicable requirements of these rules, but may apply for a variance using the 
criteria outlined in rule 132.14(147/.). 

c The service shall submit a justification ^Mch demonstrates the need for the temporary service program 
authorization. 

d The service shall submit a report within 30 days after the c3q)iration of the temporary authorization ^ch 
mcludcs as a minimum: 

(1) Number of patients treated; 

(2) Types of ueatment rendered; 

(3) Any operational or medical problems. 

132.7(6) C^onditional service program authorization. Any service that is unable to meet the 24>hour-per-day 
staffing requirement to receive full authorization at the advanced emergency medical care provider level that wishes 
to provide advanced care on an mtermittent basis, shall apply to the department. The service shall: 

a. Justify why the service is unable to meet the staffing requirements of subrule 132.8(1), paragraphs V and 

•b." 

b. Provide a description of how the service intends to inform the service program area of the service's 
conditional status. Such methods would include periodic newspaper publications, or other reasonable means of 
notification. 

c If approved, receive a conditional certificate of authorization from the department, but shall not advertise 
or otherwise imply or hold itself out to the public as a fully authorized service program. 

d If approved, utilize advanced emergency medical care providers as appropriate to their level of certification 
up to and mduding the level of conditional authorization. 

e. Meet all applicable requirements of these rules with the exception of subrule 132.8(1), paragraphs "a" and 

f If an ambulance service, provide as a minimum, one EMT-A and one FR on each primary response vehicle 
call The FR shall be the driver imless a third person is present to act as the driver. The service ^hafl document 
each driver's training m emergency driving techniques and m the use of the service's communications equipment 

g- If a rescue or Orst response service, have a written mutual aid agreement with at least one ground 
ambulance service to ensure coverage when no certified personnel are available. 

641~132.S (147 A) Service prognm-opcratlooa] rtqulremcttts, recordkeeping, equipment and supply standards. 
132.S(1) Service programs shall: 

a. Mamtain an adequate number of primary response vehicles and persoimel to provide twenty-four hour per 
day, seven day per week service at their authorized level The adequate number of primary response vehicles and 
personnel to be maintained shall be determmed by the department and shall be based upon, but not limited to» the 
following: 

(1) Number of calls; 

(2) Service area and population; and 

(3) Availability of other services in the area. 
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b. Provide on each primary response vehicle call, as appropriate to the service program's level of 
authorization, the following: 

(1) Ground ambulance services shall provide, as a minimum, oike advmced EMT or paramedic and one ENfT- 
A. The service shall document each driver's training in emergency dri^^ techniques and in the use of the service's 
communications equipment. 

(2) Rescue and first response service programs shall provide, as i minimum, one advanced emergency medical 
care provider. 

c. Ensure that personnel duties are consistent with their level of certificitioii and the service program's level 
of authorization. 

d. Maintain current personnel rosters and pr.rsonnel files. The files shall include the names and addresses of 
all personnel and documentation that verifies current personnel qualifications. 

e. On a yearly basis, unless sooner requested by the department, notiiy the department in writing of any 
changes in their personnel rosters. 

f. Have a medical director and on-line medical direction available on a twenty-four hour per day, seven day 
per week basis. 

g. Utilize a dispatching and scheduling system which ensures that the appropriate service program personnel 
respond as required in this rule, and that they respond in a reasonable amount of time. 

h. Notify the department in writing within seven days of any change in ownership or control or of any 
reduction or discontinuance of operations. 

i. Select a new or temporary medical director if for any reason the incumbent medical director cannot or no 
longer wishes to serve in that capacity. Selection shall be made before the incumbent relinquishes the duties and 
responsibilities of that position. 

j. Within seven days of any change m medical direaors, notify the department in writing of the selection of 
the new or temporary medical director who must have indicated m writing a willingness to serve in that capacity. 

k. On a yearly basis, unless sooner requested by the department, notify the department in writing of any 
changes in the supervising physicians or physician designees providing medical direction. 

1. Secondary response vehicles are not required to meet the vehicle standards, staffing and equipment 
requirements of primary response vehicles. When advanced emergency medical care is to be provided, however, 
appropriate staff, equipment and supplies shall also be provided to ensure continuity of care. If an advanced 
emergency medical care provider not available to staff and to provide advanced emergency medical care on a 
secondary response vehicle^ a registered nurse, physician or physidan*s assistant may provide that care pursuant to 
their license. 

m. Nothing in these rules shall prevent a registered nurse, physician or physician's assistant from 
supplementing the staff ol' a primary or secondary response vehicle. 

n. I4othing in these rules shall prevent an authorized ambulance service program from utilizing a rescue or 
first response vehicle as a secondary response vehicle. 

o. The service program shall maintain a skills maintenance log (or a similar form or system containing 
comparable data) available upon request from: Iowa Department of Public Health, Emergency Medical Services 
Section, Lucas SUte Office Building. Des Moines, Iowa 50319-0075. The medical director shall designate, in 
writing, the minimum number and type of monthly or quarterly mandatory skills to be performed. However, as a 
minimum, individuals who are certified as a FR-D, EMT-D or EMT-I shall complete defibrillation practice sessions 
(monthly for individuals who utilize manual defibrillators and quarterly for individuals who utilize automated 
defibrillators). 

p. Effective January 1, 1990, no initial authorization shall be issued to EMT-D or EMT-I services wishing to 
utilize a manual defibrillator. This provision does not apply to EMT-D or EMT-I services authorized prior to 
January 1, 1990. 

132.8(2) Each service program shall complete and maintain accurate records concerning the emergency care 
provided to each patient. An oral or written report should be given to the receiving hospital to ensure continuity of 
patient care. The "Iowa Prehospital Care Report" and the "Iowa Prehospital Advanced Care Report" (or a similar 
report utilized by a service program containing comparable data) shall be maintained. The data entered thereon 
shall be provided, upon request of the department, to the department for statistical and other study purposes, or for 
verification of compliance with Iowa Code chapter 147A and these rules. 

a. Service programs shall complete and submit to the department on a quarterly basis, a special patient care 
report for each call where cardiopulmonary resuscitation is performed. The report is av^lable upon request to: 
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Iowa Department of Public Health. Emergency Medical Services Scdioo, Lucas State Office Building, Des M<Mnes, 
Iowa 50319-0075. 

b. In addilion, FR-D, EMT-D and EKfT-I service progrcims shall 

(1) Use the defibrillation protocol approved by the depaitmeat 

(2) Make simultaneous voice/ECG recordings on each call where cardiopubnonary resusdution is performed 
These recordings shall commence upon arrival at the patieiit*s side and shaD noC be terminated until patient care is 
assumed by higher level personnel with appropriate training and equipmeaL 

(3) Submit a copy of the patient care report and the ori^uial voice/ECG recording to the approved training 
program designated hy the medical director within 48 hours of the cardiac arrest 

132^(3) The "Iowa Prehospital Care Report' and the Iowa Prebo^iital Advanced Care Report' (or any similar 
report utilized by a service program containing comparable data) is a oonfideAiial document and shall be *^wmpf 
from disclosure pursuant to Iowa Code subsection 22.7(2) and shall not be accessible to the general public 
Information ccMitamed in those reports, however, may be utilized by any of the indicated distribution recipients and 
may appear is any doctmient or public health record in a manner wtiA prevents the identification of any patient or 
person named in those reports. 

132.8(4) Required equipment and vehicle standards. 

a« Ground ambulance service programs shall, as a mi»y?mv?"^ use primary rcspoosc vehicles that meet the 
Iowa ambulance standards listed in subnile 132.8(8). These vehicles shall be equipped, as a minimum^ th^ 
Iowa essential equipment for primary response vehicles listed m subrulc 132.8(10). 

b. Rotoraaft ambulances shaU be equipped, as a minimum, with the Iowa essential equipment for primary 
response vehicles (excluding lower extremity traction splints and long spine boards) listed in subrule 132.8(10). 

c Rescue service programs shall, as a minimum, use primary response vehicles that meet the Iowa rescue and 
first response vehicle standards listed in subrule 132.8(9). When primary response vehicles are utilized m first 
response service programs, they shall, as a minimum, meet the Iowa rescue and first response vehicle standards 
listed in subrule 132.8(9). 

d Rescue and first response service programs shall be equipped, as a tnmim^ itn^ with the following 
equipment: 

(1) BitesticL 

(2) Pocket mask or equivalent. 

(3) Large and small sterile dressings. 

(4) Soft roller bandages. 

(5) Tape of various sizes. 

(6) Clean bum sheets (need not be sterile). 

(7) Occlusive dressing (occlusive gauze, plastic wrap, or defibrillator pads). 

(8) Extremity immobilizing device (board, ladder or formable splint). 

(9) Triangular bandages or slings. 

(10) Shears and scissors. 

(11) Sterile obstetrical kit. 

(12) Alu min u m foil or stiver swaddler (or equivalent) to mamtain infant body temperature. 

(13) Penlight or equivalent and flashlight. 

e. Primary and secondary response vehicles shall be maintained in a safe operating condition or yh^H be 
removed from serrice. 

f. FR-D service programs shall have, as a minimum, one automated, portable, battery-operated defibrillator 
equipped with a voice/ECG recorder. 

g. Primary response vehicles used in EMT-D service programs shall have, as a tntnim^ iw ^ ooe manual or 
automated, portable, battery-operated defibrillator equipped with a voice/ECG recorder. 

L Primary response vehicles used m EMT-I service programs shall have, as a tnintmnm^ one manual or 
automated, porUble, battery-operated defibrillator equipped with a voice/ECG recorder. Primary response 
vehicles shall also have, as a minimum, the following additional equipment aiKl suf^lies m quantities determined by 
the medical director. 

( 1) Required supplies: 

1. Alcohol or betadbe wipe 

2. Intravenous fluids 

Lactated ringers 

S percent Dextrose m water 
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3. Macro-drip admimstratkm set 

4. Micro-drip administraUoo set 

5. Tourniquet 

6. 16 gauge IV needle 

7. 18 gauge IV ueedle 

8. 20 gauge IV needle 

9. Tape of various sizes 

10. Esophageal airway 
(2) Optional supplies: 

1. 18 gauge needle 

2. 25 gauge needle 

3. 6 ml syringe 

4. 12 ml syringe 

5. 14 gauge IV needle 

6. 22 gauge IV needle 

7. Butterfly IV needle 

8. Various size needles 

9. Bacteriostatic water 

10. IV extension tubuig 

11. Normal saline IV fluid 

12. Antibiotic ointment 

13. Vacuum tube 

I Primary response vehicles used in £MT*P service programs shall have, as a mifiifm im ^ one manual or 
automated, portable, battery-operated defibrillator. Primary req>onse vehicles shall also have, as a tntnimy m ^ the 
EMT-I required supplies listed in subrule 132.8(4), paragraph "h," and the following additional equipment and 
supplies in quantities determined by the medical director. 

(1) Required supplies: 

1. Endotracheal airways 

2. Laryngoscope 

(2) Required drugs: 



1. 


Atropine sulfate 


2. 


Brctylium tosylate 


3. 


Dextrose 50 percent injectable 


4. 


Diazepam 


5. 


Dopamine HCl 


6. 


Epinephrine HCl (1:10,000) 


7. 


Epinephrine HCl (1:1,000) 


8. 


Glucose paste 


9. 


Isoproterenol HCl 


10. 


Lidocaine HCl (for bolus and infusion) 


11. 


Morphine sulfate 


IZ 


Naloxone 


13. 


Nitroglycerin tablets 


14. 


Sodium bicarbonate 


15. 


Syrup of ipecac 


Optional drugs: 


1. 


Ambophylline 


^. 


Activated charcoal 


3. 


Calcium chloride/gluconate 


4. 


Decadron 


5. 


Dobutamine 


6. 


Furosemidc 


7. 


Glucagon 


8 


Mannitol 


9. 


Meperidine 



Iowa EMS Law/IUfe SMMUury (Miy7,19M] 



E-70 



10. Nitroglycerin paste 

11. Nitrous oxide 

12. Oxytocin 

13. Procainamide HG 

14. Propranolol HO 

15. Syrup of Ipecac 

16. Thiamine 

17. Verapamil 

NOTE: Other drugs may be administered upon completion of training and establishment of a written protocol 
approved by the medical director. 

j. Over-the-counter drugs may be administered by ENfT-D, EMT-I or EMT-P service programs upon 
completion of training and establishment of a written protocol approved by the medical director. 

L All drugs shall be maintained in accordance with the rules of the state board of pharmacy examiners The 
rules are av^ble upon request to: Iowa State Board of Pharmacy Examiners, Executive Hills West, Des Moines, 
Iowa 50319. 

L Accountability for drug exchange, distribution, storage, ownership, and security shall be subject to 
applicable state and federal requirements. The method of acc<Mintability shall be described in the written pharmacy 
agreement. A copy of the written pharmacy agreement shall be submitted to the department. 

m. Ambulance service programs shall mamtain a telecommunications system between the advanced emergency 
medical care provider and the source of their medical direction and other appropriate entities. First response and 
rescue service programs shall maintain a telecommunications system between the advanced emergency medical care 
provider and the responding ambulance service and other appropriate entities. 

n. All communications equipment shall be capable of transmitting and receiving dear and understandable 
voice communications to and from the service program's communications base and all points within the sernce 
program^s primary service area. 

o. All communications shall be conducted in an appropriate manner and on a frequency approved by the 
federal communications commission, the state division of communications, and the department. 

132^(5) Each service program shall establish periodic maintenance and checklist procedures to ensure that: 

a. Vehicles are fully equipped and maintained in a safe operating condition. In addition: 

(1) All primary response vehicles (ground only) shall be housed m a garage or other facility that prevents 
engine, equipment and supply freeze-up and windshield icing. An unobstructed exit to the street shall also be 
maintained; 

(2) The garage or other facility shall be adequately heated or each primary response vehicle shall have 
permanently installed auxiliary heating units to sufTiciently heat the en^e and patient compartment; and 

(3) The garage or other facility shall be maintained in a dean, safe condition free of debris or other hazards. 

b. The exterior and mterior of the vehicles are kept dean. The interior and equipment shall be deaned after 
each use as necessary. When a patient with a communicable disease has been transported or treated, the interior 
and any equipment or nondisposable supplies coming in contact with the patient shall be thoroughly disinfected. 

c All equipment stored in a patient compartment is secured so that, in the event of a sudden stop or 
movement of the vehide, the patient and service program personnel are not mjured by moving equipment. 

d. All airway, electrical and mechanical equipment is kept dean and b proper operating condition. 

e. . Compartments provided withm the vehides and the medical and other supplies stored therein are kept in a 
clean and sanitary condition. 

f. All linens, airway and oxygen equipment or any other supplies or equipment coming in direct patient 
contact is of a single-use disposable type or deaned, laundered or disinfected prior to reuse. 

g. Freshly laundered blankets and linen, or disposable linens are used on cots and pillows, and are changed 
after each use. 

h. Proper storage is provided for dean linen. 

L A dosed container is provided for soiled suppUes. 
132^(6) Service program-mddent and acddent reports* 

a. Inddents of Ore or other destrucdve or damaging occurrences affecting the service program or theft of a 
service program vehide, equipment, or drugs shall be reported to the department within seven days following the 
occurrence of the inddcnt. 
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b. A copy of the motor vehicle accident report required under lowi Code subsection 321266(2), relating to 
the reporting of an accident resulting in personal injury, death or property damage, shall be submitted to the 
department within seven days following an accident involving a service program vehicle. 

132^(7) Mutual aid agreements. 

a* The department may require a service program to have a written mutual aid agreement m place with at 
least one neighboring transport service for backup purposes in the event the service prograib's vehicle is not 
available m its primary service area. The agreemenU shall spcdiy the duties and reqxxisibilities of the agreeing 
parties, and a copy of the written agreement shall be subooitted to the department 

b. FR-D services (operating m conjunction with nooadvanced care services) shall provide assurances that the 
ambulance service will have adequate equipment and trained staff to ensure continuity of care. This shall include, if 
necessary, ensuring that an FR-D is present with the patient yfMc en route to a hospital 

132«S(8) Iowa ambulance standards. 

a. The vehicle shall be capable of a sustamed speed of not less than fifty-five mph over dry, hard surfaced, 
level roads and shall be capable of providing a stable ride during all weather conditions. 

b. The vehicle shall be capable of being driven for at least one hundred fifty miles before refueling. 

c. The electrical system shall be equipped to include, but shall not be limited to: 

(1) Dual twelve-volt batteries with equal ampere rating; 

(2) A one haadred thirty ampere alternator system; 

(3) Starling, lighting, ignition, visual and audible warning systems and an ampere meter or volt meter; 

(4) Owner specified electronics equipment; 

(5) Devices thai include master consoles located in the cab and patient compartments; and 

(6) Other owner specified accessory wiring. 

4 All wiring devices, switches, outlets, etc. (except circuit breakers) shall be rated to carry at least one 
hundred percent of the maximum ampere load for which the circuit is protected. All electrical wiring coimectors 
and controls shall be easily identifiable and readily accessible for checking and servicing without having to move 
equipment or supplies from their usual location within the vehicle. 

e. The electrical gcneratbg system shall be reliable at outside temperatures ranging from minus thirty degrees 
Fahrenheit to plus one hundred twenty degrees Fahrenheit to permit prompt starting of all systems onboard the 
vehicle while driving to the scene, while idling at the scene for variable periods of tune, and while driving from the 
scene to the hospital wi\h all systems at maximum capacity. The alternator shall be capable of producing a 
minimum of one hundred thirty amperes at fifty percent of the engine's rated net horsepower RPM rating. An 
alternator producing more than one hundred thirty amperes at fifty percent of the furnished en^ne's rated net 
horsepower RPM rating shall be used when the ampere load of all electrical equipment and accessories requires it. 
An auxiliary throttle shall be included to control the RPMs of an idling engine. 

f. A dual twelve-volt battery system with a labeled "battery selector device" shall be furnished. The batteries 
shall not be rated less than three hundred seventy-five cold cranldng amperes at zero degrees Fahrenheit with one 
hundred fifteen minutes reserve capacity. 

g. The engine cooling system shall be a dosed, air free liquid state type with an overflow recovery tank and a 
coolant compensating system. The cooUng system shaU maintain the engine at safe operating temperatures at all 
drivable altitudes and grades that may be encountered during vehicle use. 

h. All normal vehicle controls, switches and instrumenU shall be clearly identified, within normal reach of the 
driver and visible by day or night. 

i. The specified patient compartment controls, switches, and instruments shall be panel mounted and located 
within normal reach of a seated attendant facing the rear of the patient compartment forward of the primary 
patient's head. All patient compartment controls shall be clearly identified and visible by day or night, 

j. There shall be emergency lighu that provide three hundred sixty degrees of visibility and a siren capable of 
producing at least one hundred decibels at ten feet. A public address system shall be included. 

k. There shall be an exterior light over the rear loading door which shall be activated automatically when the 
door is opened and by a manual switch inside the vehicle. There shall be at least one clear white flood liiiht on each 
side of the vehicle. 

1. There shall be two mounted spotlights or one hand-held spotlight. 

m. The patient compartment siz£ (including mterior cabinet space) shall be a minimum of: 

(1) Head room, sixty bches; 

(2) Length, one hundred sixteen inches; and 

(3) Width, sbay mchcs. 
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iL There shall be an in-lme oxygen system that includ e s, as a minimiimj an oxygen cylinder xvith a storage 
capacity of at least two thousand liters located in a compartment which is vented to the outside. The pressure 
gauge, regulator and conud valve shall be readily accessible. In addition, there shall be at Icttst one oxygen outlet 
accessible to the head of the patient stretcher. 

o. An en^me vacuum with a reservoir or electrically powered suction aspirator system with an air flow of at 
least thirty liters per mmute and n vacuum ot at least three hundred millimeters of mercury shall be securely 
mounted yet readily accessible. The unit shall be eqiupped with large bore^ nonkinking suction tubing and 
semirigid, oropharyngeal suction tips (nonmetallic) and shall be located in the patient compartment. 

p. All vehicles shall be equipped with a compete climate control system(s) to supply and maintjun clean air 
conditions with a comfortable level of inside temperature in both driver and patient compartments. The various 
systems for heating, ventilation, and air oonditionii^ may be a separate or a oombinatioo system which shall permit 
independent control of the environment within each compartment. 

q. An inflated spare tire and vAcd assembly, identical to those on the vehicle, together with the necessary 
tools for tire changing may be carried, and if carried, preferabty located outside the patient compartment 

r. All external storage compartments shall be readily accessible and weatherin'oofed. 

s. The type I modular unit, the type n van unit, and the type III integral cab-modular unit shall be of prime 
commercial quality metal or other material with strength at least equivalent to all-steeL Wood shall not be used for 
structural framing. The exterior of the body shall have a smooth finish, except for rub rails, and shall bdude 
provisions for doors and windows as spedfied. The ambulance body as a unit shall be designed and built to provide 
impact and penetration resistance, and shall be of sufficient strength to support the entire weight the fully loaded 
vehicle on its top or side if overturned, vrithout crushing, separation of joints, or permanently deforming roof bow or 
reinforcements, body posts, doors, stramers, stringers, floor, inner linii^ outer panels and other reinforcements. 

t. Crash-stable quick release devices (Le., seat belts, fasteners, etc) shall be available for the following: 

(1) One driver acd one passenger in the front seat(s); 

(2) One attendant at the head of the primary patient stretcher; 

(3) Two patients on stretchers, one patient on the primary stretcher and one on a backup stretcher (Le., stair 
chair, hanging stretcher, etc.); and 

(4) Additional equipment and supplies as appropriate for the level of service (medical care) provided. 

u. There shall be adequate space to mount radios and allow easy access for maintenance. The radio system 
shall allow for radio communications to all appropriate entities from the driver's compartment as well as the patient 
compartment. 

V. Safety equipment shall bdude, but need not be limited to, flares (or the equivalent) and a readily 
accessible flve-pouad ABC fire extinguisher. 

D2.8(9) Iowa rescue and fu-st response vehide standards. 

a. The vehide shall be capable of a sustained speed of not less than Gfty-flve mph over dry, hard surfaced, 
level roads aiul shall be capable of providing a stable ride during all weather conditions. 

b. The electrical system shall be equipped to mdudc, but shall not be limited to: 

(1) A single twelve-volt battery (although dual twelve-volt batteries with equal ampere rating would be 
preferable); and 

(2) Starting, lighting, ignition, visual and audible warning systems and an ampere meter or volt meter. 

c All wiring devices, switches, outlets, etc., (except circuit breakers) shall be rated to carry at least one 
hundred percent of the maximum ampere load for ^Anch the circuit is protected. All electrical wiring connectors 
and controls shall be ea^ identiflable and readily accessible for checking and serridng. 

d. The electrical generating system shall be reliable at outside temperatures ranging from mmus thirty degrees 
Fahrenheit to plus one hundred twenty degrees Fahrenheit to permit prompt starting of all systems onboard the 
vehicle. 

e. The cooling system shall maintain the engine at safe operating temperatures at all drivable altitudes and 
grades that may be encountered during vehicle use. 

f. All normal vehide controls, s^ches and instruments shall be dearly identified, within normal reach of the 
driver and visible by day or night. 

g. There shall be emergency lights that provide three hundred sixty degrees of visibility and a siren capable of 
producing at least one hundred dedbels at ten feet. A public address system shall be bduded 

h. An inflated spare tire and wheel assembly, identical to those on the vehide, together with the necessary 
tools for tire changing may be carried. 

L All external storage compartments shall be readily accessible and weatherproofed 
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j. Cra&h^siable quick release devices (le^ seat belts, fasteners, etc) shall be available for the front seat 
occupants. 

k. There shall be adequate space to mount radios and allow easy access for maintenance. The radio system 
shall allow for radio axnmunications to all appropriate entities from the driver's compartment. 

1. Safety equipment shall mcludc, but need not be limited to, flares (or the equ^alent) and a readily 
accessible five-pound ABC fire extinguisher. 

132^(10) Iowa essential equipment for primary response vehicles. 

a. Portable suction apparatus with wide-bore tubiog and riigid pharyngeal tuctioQ tip. 

b. Hand operated kig vaJve-mask unit with adult, child, and in£uit size masks or separate units for each size 
(an oxygen demand valve may be used b lieu of the adult size unit). 

c Oropharyngeal airways in adult, chilcl, and infant sizes. 

d. Portable oxygen equipment with pressure amd liter flow gauges. 

e. Oxygen nasal cannulas. 

f. Oxygen masks in adult, child, and infant sizes (including a partial or noorebreather adult size mask). 

g. Bite sticL 

h. Pocket mask or equivalent. 

i. Large and small sterile dressings, 
j. Soft roller bandages. 

k. Tape of various sizes. 

1. Clean burn sheets (need not be sterile). 

m. Occlusive dressing (occlusive gauze, plastic wrap, or defibrillator pads), 
n. Lower extremity traaion splint. 

o. Extremity immobilizing device (board, ladder, or formable splint). 

p. Short spine board (or equivalent extrication device) and long spine board. 

q. Triangular bandages or slings. 

r. Shears and scissors. 

s. Sterile obstetrical kit. 

t. Aluminum foil or silver swaddler (or equivalent) to maintain infant body temperature. 

u. Stethoscope and blood pressure cuff (adult size required with pediatric size recommended). 

V. Medical antishock trousers (adult size required with convertible or pediatric size recommended). 

w. Penlight or equivalent and flashlight. 

X. Rigid extrication collars (Philadelphia, stiff-neck or equivalent) in at least three basic sizes. 

641-132.9 (147 A) Service progrum--ofr-lin€ medical direction. 

132»9(1) The medical director shall be responsible for providing appropriate medical direction and overall 
supervision of the medical aspects of the service program and shall ensure that those duties and responsibilities are 
not relinquished before a new or temporary replacement is funaioning b that capacity. 

13?..9(2) The medical director*s duties bciude, but need not be limited to: 

a. Developing, approving and updating protocols to be used by service program personnel. 

b. Developmg and maintaining Uaisons between the service, other physicians, physician designees, and 
hospitals. 

c Monitoring and evaluating the activities of the service program and individual personnel performance. 

d. Assessing the continuing education needs of the service and individual service program personnel and 
assisting them in obtaining the appropriate continuing education programs. 

e. Being available for mdividual evaluation and consultation to service program personnel. 

f. Performing or appointing a designee to complete the medical audits required in subnile 132.9(4). 

g. Ensuring maintenance of skills by service program personnel including: 

(1) Documenting training on specific equipment used by the service program. Such training may be performed 
by an approved training program or other qualified individual approved by the medical director. 

(2) Documenting the monthly or quarterly defibrillation practice sessions required in subrule 132.8(1) 
paragraph "o." 

(3) The medical director may remove an mdividual from service program participation and require remexiial 
education mduding, but not limited to: classroom instruction, clinical experience and field experience. 
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1l Informing the medical community of the advanced emergency medical care being provided according to 
approved protocols m the service program area. 

L Helping to resolve service ;perationa] problems. 

132.9(3) Supervising physicians and physician designees may assist the medical director by. 

a. Providing medical direction. 

b. Revicv^ing the advanced emergency medical care provided. 

c. Reviewing and updating protocols. 

d. Providing and assessing continuing education needs for service program personnel 

e. Helping to resolve operational problems. 

132.9(4) The medical director, supervising physicians, physician designees or other qualified designees shall 
randomly audit (at least quarterly) documentation of calls where basic or advanced care was provided. The medical 
director shall review and sign each audit performed by the medical director, supenosicg physician, pbyacian 
designee or other designee. As a minimum, all calls wherd advanced care was provided based upon protocol 
(without prior contact with medical direction) shall be audited. The audit shall be m writing and shall include, but 
need not be limited to: 

a. Reviewing the patient care pro^^ded by service program personnel and remedying any defidendes or 
potential defidendes thai may be identified regarding medical knowledge or skill performance. 

b. Time spent at the scene. 

132.9(5) The medical director shall approve written protocols for each drug carried by the service program 
which describes when and how each drug may be administered. 

132.9(6) On-line medical direaion when provided through a hospital. 

a. The medical director shall designate in writing at least one hospital ^ch has established a written on-line 
medical direction agreement with the department. It shall be the medical director's responsibility to notify the 
department in writing of changes regarding this deagnation. 

b. Hospitals signing an on-line medical direction agreement shall: 

(1) Ensure thai the supervising physidans or physician designees trained and currently certified in ACLS and 
will be available to provide on-line medical direction via radio communications on a 24-hour-per-day basis. 

(2) Identify the service programs for which on-line medical direction will be provided. 

(3) Establish written protocols for use by supervising physidans and physician designees ^o provide on-line 
medical direction. 

(4) Administer a quality assurance program to review orders given. The program shall mdude a me ch a nism 
for the hospital and service program medical directors to discuss and resolve any identified problems. 

c. A hospital which has a written medical direction agreement with the department may provide medical 
direction for any or all service program authorization levels and may also agree to provide backup on-line medical 
direction fot any other service program when that service program is unable to contact its primary source of on-line 
medical direction. 

d. Only supervising physidans or physidan designees shall provide on-line medical direction via radio 
communications. However, a physidan, registered nurse or EMT (of equal or higher level) may relay orders to 
advanced emergency medical care personnel, without modification, from a supervising physidan or physidan 
designee. 

e. On an annual basis, the hospital shall notify the department in writing of any changes in the supervising 
physidans and physidans providing on-line medical direction. 

f. Supervising physidans and physidan designees shall be trained in the proper use of radio protocols and 
equipment. 

g. The department may verify a hospital's communications system to ensure compliance with the on-line 
medical direction agreement. 

h. A supervising physician or physidan designee ^o gives orders (directly or via communications equipment 
from somr. other pomt) to an advanced emergency medical care provider is not subject to criminal liability by 
reason of havijig issued the orders and is not liable for dvil damages for acts or omissions relating to the issuance of 
the orders unless the acts or omissions constitute recklessness. 

L Nothing in these rules requires or obligates a hospital, supervising physidan or physidan designee to 
approve requests for orders received from advanced emergency medical care personnel 

NOTE: Hospitals in other states may partidpate provided the applicable requirements of this subrule are met. 
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641-132.10 (147A) Compiaints, investigations, denial^ probaUon, suspensiM or rwocatioB (uf service program 
authorization or renewaj-ap{>eaB. 

132.10(1) AH complaints regarding the operation of autiiorized advanced emergency medical care service 
programs, or those purf>or!ing to be or operating as the same, shall be reported to tlic department. The address is: 
Iowa Department of Public Health, Emergency Medical Services Section. Lucas State Office BuildiniL Dcs Moines. 
Iowa50319--0075. 

132.10(2) Complaints and the investigative process will be treated as ooofidential in accordance with Iowa Code 
chapter 22. 

132.10(3) Service program authorization may be denied, placed on probation, suspended or revoked by the 
department m accordance with Iowa Code^ subsection 147A^{3) for any of the following reasons: 

a. Failure or repeated failure of the applicant or alleged violator to meet the requirements or standards 
established pursuant to Iowa Code chapter 147A or the rules adopted pursuant to that chapter. 

b. Obtaining or attempting to obtam or renew or retain service program authorization by fraudulent means, 
misrepresenlalion or by submilting false information. 

c Engaging in conduct delrimcnlal to the well-being or safety of the patients receiving or who may be 
receiving emergency medical care. 

132.10(4) The deparlmcni shall notify the applicant of the granting or denial of authorization or renewal, or 
shall notify the alleged violator of action to place on probdlion or suspend or revoke authorization or renewal 
pursuant to Iowa Code seaions 17A.12 and 17A.18. Notice of denial, probation, suspension or revocation shall be 
served by restricted certified mail, return receipt requested, or by personal service. 

132.10(5) Any request for appeal concerning the denial probation, suspension or revocation of service program 
authorization or renewal shall be submitted by the aggrieved party in writing to the department by certified mail, 
return receipt requested, within thirty days of the receipt of the department's notice. The address is: Iowa 
Department of PubUc Health, Emergency Medical Services Section, Lucas State Office Building, Des Moines, Iowa 
50319-0075. If i.uch a request is made within the thirty-day time period, the notice shall be deemed to be 
suspended. Prior to or at the hearing, the department may rescind the notice upon satisfaction that the reason for 
the denial, probation, suspension or revocation has been or will be removed. After the hearing, or upon default of 
the applicant or alleged violator, the administrative law judge shall affirm, modify or set aside the denial, probation, 
suspension or revocation. If no request for appeal is received within the thuty-day time period, the department's 
notice of denial, probation, suspension or revocation shall become the department s fmal agency action. 

132.10(6) Upon receipt of an appeal that meets contested case status, the appeal shall be forwarded within five 
(5) working days to the department of inspcaions and appeals pursuant to the rules adopted by that agency 
regarding the transmission of conlesicd cases. The information upon which the adverse action is based and any 
additional information w hich may be provided by the aggrieved party shall also be provided to the department of 
inspections and appeals. 

132.10(7) The hearing shall be conduacd according to the procedural rules of the department of inspections 
and appeals found m 481--chapter 4, Iowa Administrative Code. 

132.10(8) When the administrative law judge makes a proposed decision and order, it shall be served by 
restricted certified mail, return receipt requested, or delivered by personal service. That proposed decision and 
order then becomes the department's fmal agency acUon without further proceedings ten (10) days after it is 
received by the aggrieved party unless an appeal to the dircaor is taken a^ provided in subrule 132.10(9). 

132.10(9) Any appeal to the director for review of the proposed decision and order of the administrative law 
judge shall be fded m writing and mailed to the director by certified mail, return receipt requested, or delivered by 
personal service within ten (10) days after the receipt of the administrative law judge's proposed decision and order 
by the aggrieved party. A copy of the appeal shaU also be mailed to the administrative law judge. Any request for 
an appeal shaD stale the reason for appeal. 

132.10(10) Upon receipt of an appeal request, the administrative law judge sfaaU prepare the record of the 
heanng for submission to the director. The record shall include the following: 

a. All pleadings, motions, and rules. 

b. All evidence received or considered and all other submissions by recording or transcript. 

c. A statement of all matters officially noticed. 

d. All questions and offers of proof, objections and rulings thereon, 
c. All proposed findings and exceptions. 

f. The proposed decision and order of the administrative law judge. 
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132.10(11) The decision and order of the director becomei the department's final agency action upon receipt^ 
the aggrieved party and shall be delivered by restricted certified mail» return receipt reqUMted, or by personal 
service. 

132.10(12) It is not necessary to file an application for a rehearii^ to esdiaust administrative remedies when 
appealing to the director or the district court as provided in Iowa Code sectk^ The aggrieved par^ to the 

fin al agency action of the department who has exhausted all administrative remedies may petition for judicial review 
of that action pursuant to Iowa Code chapter 17A. 

132.10(13) Any petition for judicial review of a dedsioo and order shaD be filed m the district court within thirty 
(30) days alfter the decision and order becomes final A copy of the notice of ^q>eal shaD be sent to the department 
by certified mail, return receipt requested, or by personal service. The address is: Emergency Medical Sermes 
Section, lovwi Department of PuWic Health, Lucas State Office Building, Des Moines, Iowa 50319--O075. 

132.10(14) The party who appeals a final agency action to the district court shall pay the cost of the preparation 
of a transcript of the contested case hearing for the district court 

641-132.11 (147A) Denial, snspcnsloBt or revocalfcNi of advanced tmitrga^ iMdical care personnd certiflaites 
or renewal«-«ppeaL 

132.11(1) All complaints regarding advanced emergen^ medical care personnel, or those purporting to be the 
same, shall be reported to the board 

132.11(2) In bvesligating such complaints the certificate holder, supervising physician, and other individuals as 
appropriate may be requested, and if so requested, shall appear at a board meeting for the purpose of responding to 
such complaints. 

132.11(3) The board may deny an application for issuance or renewal of an advanced EMT, or paramedic 
certificate, or suspend or revoke such a certificate when it finds that the applicant or certificate holder has: 

a. Acted negligently in performing the authorized services. 

b. Failed to follow the directions of the supervising {Aysidan. 

c. Rendered treatment not authcmzed under Iowa C^ode chaptr^r 147A. 

A Violated any of the provisions of or failed to comply vith pertinent requirements of Iowa Code chapter 
147A, or the rules implementing such chapter. 

e. Furnished false, misleading or incomplete inforraation to the board* 

f. Fled guilty to or have been convicted of a serious misdemeanor or felony relating to advanced EMT or 
paramedic services. 

132.11(4) The proposed denial, suspension, or revocation shall be considered by a committee of the board 
consisting of at least two members appointed by the chair of the board. The committee shall advise the executive 
director of its decision. The executive director shall then notify the ap|dicant of the granting or denial of certification 
or renewal, or of action to sw^end or revoke such certification or renewal Notices of denial, suspen^on, or 
revocation shall be by certified mail, return receipt requested, or by personal service. 

132.11(5) Any request for a hearing before the board cooceming the denial, suspension, or revocation of 
certification or renewal shall be submitted by the aggrieved party in writing to the board by certified mail, return 
receipt requested, witiimtiiirty days ot* the mailing of a notice of imendedactiM The address is: Iowa 

Stale Board of Medical Exammers, State Capitol Complex, Executive Hills West, Des Moines, Iowa, S0319. 

132.11(6) The board shaD prepare the notice of hearing and transmit same to the aggrieved party by certified 
mail, return receipt requested, at least ten days before the date of the bearing. 

132.11(7) The board adopts tiic rules of the department found m 641-chapter 173, Iowa Administrative Code, 
as the procedure for bearings before the board The board may authorize an administrative law judge to conduct 
hearings, administer oaUis, issue subpoenas, and prepare written findings of fa/t, conclusions of law, and decisions 
at the direction of tiie board. The members of the committee which make the initial decision to deny, suspend, or 
revoke certification or renewal shall not take part in the hearing panel but may appear as witnesses. 

132.11(8) The decision of the board shaU be mailed to the aggrieved party by certified mail, return receipt 
requested, or by personal service. 

132.11(9) Any appeal to the district court from denieki, suspension, or revocation of such certification or renewal 
shall be taken vrithin thirt>* days from the issuance of the dediion of the board. Notice of appeal shall be sent to the 
board by certified mail, return receipt requested, or by personal service. It is not necessary to request a rehearing 
before the board to appeal to the district court. 

132.11(10) The party who appeals a decision of the board to the district court shall pay tiie cost of Uie 
preparation of a transcript of the administrative hearing for the district court. 
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641-132*12 (147A) Denial, auspensicMi, or revocatiM of traiBiaf profm MtkoriiaUoB or rrncml-HippcaL 

132 J2(l) The board may deny an applicatioti /or authorization or renewal of a training program, or suspend or 
revoke such authorisation or renewal if the board finds reason to believe the training program will not or has not 
been operated in compliance with Iowa Code chapter 147A, or the rules implementing such chapter, or that there is 
insufficient assurance of adequate protection for the puUic 

132*12(2) The proposed denial, suspension, or revocation shall be considered by a committee of the board 
consisting of at leak two members appointed fay the cfaab of the board The committee shall advise the executive 
director of its decision. TheexecutivedirectorshaUthennotifytheapplicanlof the granting or denial 
authorization or renewal, or of action to suspend or revoke such auttorization or renewal Notices of denial, 
suspension, or revocation shall be by certified mail, return receipt requested, or by personal service. 

132J[2(3) Any request for a hearing before the board concerning the denial, suspension, or revocation of 
training program authorization or renewal shall be submitted by the aggrieved party m writing to the board by 
certified mail, return receipt requested, within thirty days of the mailing of a notice of intended action by the board. 
The address is: Iowa State Board of Medical Exandners, State Capitol Complex, Executive Hills West, Des Moines, 
Iowa, 50319. 

132*12(4) The executive director shall prepare the notice of hearing and transmit same to the aggrieved party by 
certified, mail, return receipt requested, at least ten days before the date of the hearing. 

132.12(5) The board adopts the rules of the department found in 641-chapter 173, Iowa Administrative Code, 
as the procedure for hearings before the board. The board may authorize an administrative law judge to conduct 
hearings, administer oaths, issue subpoenas, and prepare written findings of fact, conclusions of law, and decisions 
at the direction of the board. The members of the committee which make the initial decision to deny, suspend, or 
revoke authorization or renewal shall not take part in the hearing pane! but may appear as witnesses. 

132*12(6) The decision of the board shall be mailed to the aggrieved party by certified mail, return receipt 
requested, or by personal service. 

132.12(7) Any appeal to the district court from denial, suspension, or revocation of such training program 
authorization o. renewal shall be taken within thirty days from the issuance of the decision of the board. Notice of 
appeal shall be sent to the board by cenified mail, return receipt requested, or by personal service. It is not 
necessary to request a rehearing before the board to appeal to the district court. 

132.12(8) Hie party who appeals a decision of the board to the district court shall pay the cost of the 
preparation of a transcript of the administrative hearing for the district court. 

641-132.13 (147A) Rescinded, effecUve July 23, 1986. 

641-132.14 (147A) Temporary- variances. 

132.14(1) If during a period of authorization there is some occurrence that temporarily causes a service program 
to be in noncompliance v^th these rules, the department may grant a temporary variance. Temporary variances to 
these rules (not to exceed sbc months in length per any approved request) may be granted by the department to a 
currently authorized service program. Requests for temporary variances shall apply only to the service program 
requesting the variance and shall apply only to those requirements and standards for which the department is 
responsible. 

132*14(2) To request a variance, the service program shall: 

a. Notify the department verbally (as soon as possible) of the need to request a temporary variance. 

b. Cite the rule from which the variance is requested. 

c. State why compliance with the rule cannot be maintained. 

d. Explain the alternative arrangements that have been or will be made regarding the variance request. 

e. Estimate the period of time for which the variance will be needed. 

f. Submit to the department, within ten days after having given verbal notification to the department, a 
written explanation for the temporary variance request that addresses each of the above paragraphs. The address 
and telephone number is: Iowa Department of Public Health, Emergency Medical Services Section, Lucas State 
Office Building, Des Moines, Iowa 50319-0075, (515) 281-3741. 
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132*14(3) Upon noCifkation of a request for vtriance, the departmeot shall lake into considcgMifai, but-sfaaD not :r 
be limited to: 

Mu pT^mSnSng {he rufe from which the temporary variance k requested to determini if the requeU.^ 

appropriate and reasonable. 

b. Evaluating the alternative arrangements that have been or will be made f^arding the variance request 
c F.xamining the effect of the requested variance upon the level of care provided to the general populace 

served 

d Requesting additional information if necessary* 

132.14(4) Preliminary approval or denial shaU be proMdedveibalty within Innal^)provalor 
denial shall be issued in writing within ten days after having received the written eiplanatioo for the temporary 
variance request and shall include the reason for approval or denial If approval is granted, the effective date and 
the duration of the temporary variance shall be deaiiy stated 

132*14(5) Rescinded effective July 10, 1967. 

132*14(6) Any request for appeal concerning the denial of a request for temporary variance- shall .be in 
accordance with the procedures outlined in rule 132*10 (147A)* 

132*14(7) EMT-I service programs authorized prior to January 1^ 1990, may request a variance to subrule 
132^2), paragraph V amd the defibrillator requirement in subnde 132^4), paragn^ !L* The variance shall .i 
expire on January 1, 1992. An individv^ certified as an EMT-I but who has not completed defibrillation training 
shall complete automated defibriUatioki ^xainLog prior to January 1, 1992. 



6.4(2) A registered nurse may be a member of the staff of an ambulance or rescue squad authorized pursuant to 
Iowa Code chapter 147A. 

2L The registered nurse shall document skills training and education equivalent or superior to that required of 
a certiCed advanced emergency medical technician or paramedic. . 

b. Documentation of the following education and skills training shall be reviewed and approved at the local 
level by the medical director of the ambulance or rescue squad 

(1) For all levels of certification the following shall be required 

(}urrerjt basic cardiac life support (B(XS) certification m accordance with current American Heart Association 
standards. 

Military antishock Uouscr (MAST>. 
Use of basic airway adjuncts including: 

1. Oropharyngeal airway. 

2. Nasopharyngeal airway. 

3. P^nrn jl ^ ^ mask, 

4. Demand valve unit 

5. Bag valve mask. 

6. Pocket masL 

7. Initiation and use of portable O2 tanks. 
Application of traction and cervical immobilization. 
Complete spinal and extremity inunotMlizatioit . 
Use of extrication equipment 
Immobilization of impaled object 

Voice radio communication. 

Four advanced life support field responses. 

Emergency driving. 

Primary and secondary field assessment 

Overview of statutes and rules governing emergency medical services. 

(2) For EMT*!, ENfT-U and Paramedic, esophageal mtubation shall be required 

(3) For EMT-D, EMT-II and Paramedic, recognition and treatment of ventricular fibrillation and operation of 
defibrillator shall be required. 
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(4) For EMT-n and Paramedic, the following shall i>i ri<juirf,d: 
Direct laryngoscopy. 
Endotracheal mtubation. 

Current advanced cardiac life support (ACLS) in accordance ^ilh current American Heart Association 
standards. 

c. The documentation may be reviewed by the board of medical examiners, the board of nursing, or state 
health department. 

d. Exceptions to this subrule include: 

(1) The registered nurse who accompanies and is responsible for a transfer patient 

(2) The registered nurse who serves on a basic ambulance or rescue squad service. 

e. Any registered nurse found lo be staffing an authorized ambulance or rescue squad service who has not 
met the appropriate educational standards shall be subject to disciplinary proceedings initiated by the board of 
nursing as defmed m the Iowa Adminisir alive Code 655-chapCer 4. 

PHARMACY' 
{Jowa A(bnbiisiruiiv€ Code 657-Chapter 1] excerpts) 

657-11.1(155) Dt rmitions. For the purpose of these rules, the following terms shall have the meaning in this rule: 
11.1(1) "Erncrfx-r -\ mcJu ui care vehicles (EMV) means ambulance or rescue squad service program vehicles 

such as the fire dtpanmcnr rescue vcbcles or private, municipal or hospital -owned ambulances. 
11.1(2) '^Board'' means the Iowa board of pharmacy examiners. 

11.1(3) ^'Emergency medical care vehicle kit'' (EMV-Kit) shall means a box in which all drugs stocked in the 
EMV are located. 

11.1(4) ''Advanced emer^ncy medical icchniciart" means an individual who has been issued an advanced EMT 
certificate by the lov>^ board of mt'dicai examiners, 

11.1(5) "Fara/TU'dic" means an individjal who has been Issued a paramedic certificate by the Iowa board of 
medical examiners. 

11.1(6) Emergency deparxment" (ED) shaD mean that department of the hospital which works directly with the 

EMV service program units. It also means thai department of a hospital to which the EMV may transport the 
patient and under whose authority treatment is provided by the advanced EMT or paramedic. 

11.1(7) "Lxccutivc sccn tary ' ir.caiis the ckecuiivc secretary of the Iowa board of pharmacy examiners. 

11.1(8) "Oni^- lis:" shall mean thai Stan Jardi/x:u 1i.nI of drugs approved by the Iowa advanced emergency medical 
care council fi^r inclusion in the cnier^icncy mcdiCai care vehicle kit. 

657-llJi(155) Guidelines. 

11.2(1) Any and all drugs shall he provided by a hospital pharmacy or community pharmacy to an EMV; shall 
be the ultimate responsibility of that pharmacy; and shall remain the property of that pharmacy. 

11.2(2) Formal v^Tittcn agreements shall be made between the base pharmacy and the EMV establishing that 
the EM V's are operating as an extension of the base pharmacy with respect lo the EMV kits. 

11.2(3) Narcotics and other controlled substances shall be prescribed only by a physician who is properly 
registered with the Federal Drug Enforcement Administration (DEA) and the board under the Iowa uniform 
controlled substances Act. 

11.2(4) Pharmacie? other than the base pharmac>- may replace the complete kit or those EMV kit drugs which 
have been administered to patients upon receipt of an order signed by the attending ED physician who is so 
authorized. 

11.2(5) Pharmacies shall provide EMV kits with drugs limited to the drugs listed in the approved drug list for 
that advanced emergency medical care service program. 

11.2(6) Changes in the approved drug list shall only be made with the approval of the Iowa advanced emergency 
medical care council. Any propi>saLs to change items or quantities on the approved drug list shall be submitted to 
the Iowa advanced emcrgcnq medical care council on the appropriate form as per then guidelines. No changes 
shall be made without the express approval of that body. 

11.2(7) Each EMV kil shall have attached an inspection check list and a list of the quantity and location of the 
drugs in the kit. 
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11^8) All inspedioiis of EMV kits prior to release to an advanced emergenqr medical care service prograA 
shall be done by ao Iowa licensed pharmacist. Proof of each in^>ccUoo shall be noCcd on each inspection dieck list 
stating date, pharmacy, and pharmacist*s name. 

11.2(9) An EMV shall not have more than one EMV kit at a time. 

11.2(10) An EMV kit shall be secured within the EMV at all times irfien not muse. 

11.2(11) Following administration of a drug from an EMV kit, the advanced emergenqr medical technician or 
paramedic shall record on appropriate forms sufficient information to satisfy fonnal written agreements as stated in 

subrulc 112(2). 

112(12) EMV kits and record concerning same, whenever m an EMV, an BD, or other place shall be subject to 
inspection by the board and the U.S. Drug Enforcement Administ ration. 



761--451.1(321) Blue lighi ccrtilkate for firefl^tcnL 

451A{1) AppikaSion. AppUcation for a blue light certificate shall be submitted on Fonn 411022 to: OfBceof 
Vehicle Registration, Iowa Department of Transportation, Lucas State OfBcc Building, Dcs Moines, Iowa 50319. 
The application shall include the name and occupation of the owner of the vehicle, vehicle identification 
information, and a description of how the vehicle will be used Vi^ien the blue light is fl as hin g. 

451.1(2) Reserved 

This mk is inUnded to implement Iowa Code section 

761--4512(321) Authorized emergency vehicle certificate. 

4512(1) Defimtions. 

''Ambulance' is defined in Iowa Code section 321.1. 

"Disaster vehick' or rescue vehicle" is a vehicle used to extricate or assist persons m dangerous situations 
involving their bodily welfare. 

"Privately owned vehicle'' is a vehicle that is not owned by a federal, state, county or city government. 

451.2(2) Application. Application for a certificate which designates a privately owned ambulance or a fire, 
rescue or disaster vehicle as an authorized emergency vehicle shall be submitted on Form 411022 to: OSice of 
Vehicle Registration, Iowa Department of Transportation, Lucas State Office Building, Des Moines, Iowa 50319. 
The appiicalioo shall include the name and occupation of the owner of the vehicle, vehicle identification 
information, a description of how the vehicle is equipped, a description of how the vehicle will be used when the red 
light is flashing, and a piaure showing a side view of the vehicle. A certificate of designation may be gjven for a 
vehicle owned by the following: 

a. A sheriff or an authorized, full-time, paid deputy of a sheriff if the person's vehicle is used as a rescue or 
disaster vehicle. 

b. A chief of police or the chief of a full-time, paid fire department if the authorized emergency vehicle 
designation is requested by the city coundl, the application is certified to tins effect by the mayor, and the 
department determines that the public welfare odk for the dcrignation. 

c A person owning a vehicle equipped and used as an ambulance. 

dL A person owning a vehicle that othenrise meets the requirements of this rule or Iowa Code section 321.451. 
This rule is intended to implement Iowa Code section 32L45L 
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